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Abstract 
 
InterRAI is an internationally validated assessment tool used in many different contexts 
to assist different groups of people and patients to live fuller, safer and more productive 
lives. In 2008, the New Zealand Ministry of Health, after the completion a trial of the 
interRAI – Home Care assessment tool in the District Health Board, rolled out 
implementation of the interRAI – Home Care tool throughout New Zealand‟s 21 District 
Health Boards. The Quality of Life survey itself is currently being assessed and trialled 
throughout the world as a follow-up to the Home Care assessment. It will enable 
researchers and assessors to enable for a comprehensive perspective by bringing together 
the views of both service providers and recipients of care service. The assessments will 
be completed by the person directly, as a self assessment, or through interview  
 
The overall research aim of the study itself is to evaluate the adequacy of the interRAI 
Quality of Life survey in assessing the Quality of Life issues and needs of the elderly 
living in their own homes in the community with some sort of publicly funded health care, 
social or community support such as meals on wheels, personal care, etc., for the purpose 
of demonstrating the importance of it as a useful tool within New Zealand.  
 
The objectives of the research are as follows: 
 
 Objective 1 - To review the management and application of quality of life 
indicators for the elderly.  
 Objective 2 – To understand the pressures which an ageing population places on 
public policy.    
 Objective 3 - To consider how quality of life measures can best be applied 
alongside interRAI in New Zealand. 
 
The research itself focused on the Quality of Life of thirty participants. Each participant 
was first assessed through an interRAI – HC assessment at their own home by an assessor 
x 
from the Canterbury District Health Board. Upon completion of the assessment, they 
were given the option of being contacted by the researcher about participation in the 
interRAI Quality of Life Survey. Contact by the researcher by telephone ensued, which 
was then followed up by a face to face information session at the home of the participant. 
At this time, thirty out of thirty one potential participants decided to sign the informed 
consent form for participation. As the Quality of Life Survey itself is self reported, each 
participant was free to read through the survey and answer for themselves questions 
regarding their thoughts about their own quality of life.  
 
Participants responded to forty six statements from nine different domains on the Quality 
of Life Survey. Overall results showed a majority of responses of „Always‟, which were 
positive. Areas of concern which emerged from the data were of possible issues of social 
isolation and unresolved emotional health.  
 
Limitations of the research included factors such as the small sample size of thirty, the 
geography of the study which was limited to Christchurch, and the fact that there was no 
follow up visit to the first and only interview. 
 
In conclusion, it is apparent that a larger trial throughout the District Health Board is 
required to overcome the aforementioned limitations of sample size and geography. Also, 
it is imperative that a follow-up visit is scheduled after the initial visit to allow for 
intervention into quality of life issues which emerge from the participant‟s self-
assessment. 
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1 
1.0 INTRODUCTION 
 
1.1 Background To The Problem 
 
Population ageing is changing the demographic profile of societies around the globe with 
transition from relatively high mortality and high fertility rates to relatively low mortality 
and low fertility rates (Dunstan & Thomson, 2006). This phenomenon is not unique to 
New Zealand but is a growing trend in both developed and non-developed nations 
(Dunstan & Thomson, 2006). The trend is currently slower in New Zealand compared to 
other western countries, but Statistics New Zealand shows that by 2051 the number of 
people aged 65 years and older in New Zealand is projected to exceed 1.33 million 
(Dunstan & Thomson, 2006), approximately one quarter of the total population. The 
changing structure of New Zealand‟s population is shifting from the 2006 pyramid model 
(see Figure 2.1) of a broad base of a younger working age population with a smaller 
group of supported elderly, to a more „streamlined‟ age structure with similar groupings 
from top to bottom on the age pyramid (see Figures 2.2 and 2.3) (Dunstan & Thomson, 
2006).  
 
The growth of the elderly population in New Zealand is expected to place pressures on 
social and health care resources. Pressures such as a projected increase in the elderly 
living at home without children, projected increases in New Zealand‟s debt vs. increasing 
numbers of retirees eligible for superannuation, and projected decreases in the number of 
workers supporting retirees. Each of these pressures, among others, could have an effect 
on quality of life. Studies vary, but it has been shown to be cost effective to provide the 
elderly with home care options to assist them to live in their own homes, as opposed to 
living in residential retirement homes/long term care. This issue was addressed in papers 
by David C. Grabowski on the cost effectiveness of non-institutional long term care 
services (Grabowski, 2006), in an early paper by Susan L. Hughes at the Department of 
Veterans Affairs (Hughes et al, 1991), and also by scrutiny of the Arizona Long-Term 
Care System (Weissert et al, 1997). 
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Public policy and social environments can help to determine health and well-being, and 
social circumstances such as housing and social cohesion, can have a powerful effect on 
health (McGinnis, Williams-Russo & Knickman, 2002).  
 
The New Zealand Positive Ageing Strategy was published in April of 2001 and was 
established to set out a commitment by the government to positive ageing (Office for 
Senior Citizens, 2002A). There are ten ageing goals and corresponding key action plans 
outlined by this policy. The Strategy: 
 Aims to improve opportunities for older people to participate in the community in 
the ways they choose  
 Provides a framework within which all policy with implications for older people 
can be commonly understood and developed.  
 Incorporates broad guiding principals.  
 Identifies ten priority goals with recommended actions. (Office for Senior 
Citizens, 2002A) 
The vision for the Positive Ageing Strategy, set out by a reference group composed of 
senior citizens, states that: 
“Our vision is for a society where people can age positively, where older people 
are highly valued and where they are recognised as an integral part of families 
and communities. New Zealand will be a positive place in which to age when 
older people can say that they live in a society that values them, acknowledges 
their contributions and encourages their participation” (Office for Senior 
Citizens, 2002A). 
Some key tenets of this vision include the ability to live in a safe and secure environment, 
while receiving the necessary support when they can no longer live independently, 
having access to a continuum of health services, accessible transport to support 
community participation, adequate housing, and a wide range of service supports (Office 
for Senior Citizens, 2002A). The Positive Ageing Strategy has policy and action plans, 
and monitoring and review policies are in place (Office for Senior Citizens, 2002A). 
Integral to the Positive Ageing Policy is the concept of ageing in place, the basic premise 
of which is that a person has the ability and right to choose where he or she will live later 
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in life. Rather than having to move the elderly person into a residential facility, ageing in 
place believes that an older person has the right to either remain living in the community 
at large, such as at home with their family, in their own home of their choice, or in a 
supported environment if that is their choice. The Office for Senior Citizens says,  
“Home is a familiar place and a treasure chest of memories. It can be an 
expression of one's personality, hobbies and skills. Home provides a sense of 
identity and a face to the community" (Office for Senior Citizens, 2009). 
There are several exigencies for the concept of ageing in place to be properly 
implemented and maintained, such as poverty, living standards and the health 
requirements of the elderly. These and many others were considered by the Organization 
for Economic Co-operation and Development (OECD. In 1994, the OECD formulated 
this simple idea about the idea of ageing in place: 
“Elderly people, including those in need of care and support should, wherever 
possible, be enabled to continue living in their own homes, and where this is not 
possible, they should be enabled to live in a sheltered and supportive environment 
which is as close to their community as possible, in both the social and 
geographical sense” (OECD, 1994) 
The Positive Ageing Strategy, Goal 2 - Health, states an objective to “Develop options 
that allow integrated planning, funding and delivery of primary and secondary health 
services, residential care and community support services (Office for Senior Citizens, 
2009). The success of ageing in place, as the ability of a person to live in their own home, 
can be heavily influenced by the support, or lack of it, received from community based 
health care and social care services. Community care providers can either be drawn from 
national or local levels, but when working collaboratively with health care services they 
can be highly effective in assisting the elderly with specific needs at home.     
 
1.2 Responding to the Challenges of Ageing in Place and Community Care  
 
There are many challenges to the Positive Ageing Strategy and to ageing in place. They 
include issues such as home based support needs, medical treatment and preventive 
healthcare, transportation needs, financial needs, socialisation and more. Practical issues, 
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such as „age proofing‟ a home (i.e. making a home physically safe as possible for an 
older person), are essential but easily overlooked. Age proofing measures include 
ensuring that rugs and carpets are secured to flooring, keeping a list of emergency 
numbers close by telephones, making sure armchairs are easy to get in and out of, etc. 
Other, more specific, challenges for ageing in place include dealing with social isolation, 
ensuring comfort in the living environment (including insulation and heating), a person‟s 
level of autonomy and control over their life, and personal relationships. Traditional 
family supports for ageing parents and grandparents may not be an option for people 
today (Anderson & Hussey, 2000). In those cases, other resources to meet their needs for 
ageing in place must be sought. One important aspect of an elderly person‟s place within 
the Positive Ageing Strategy and the concept of ageing in place is the maintenance of a 
high quality of life. Quality of life and what that means can vary widely from one person 
to another and its definition is contested.  
 
1.2.1 Quality of Life 
 
The United Nations defines quality of life as “The notion of human welfare (well-being) 
measured by social indicators rather than by quantitative measures of income and 
production” (United Nations, 2009). Quality of life, as a concept, traverses many 
disciplines, from philosophy to medicine through a wide variety of social sciences 
(Hambleton, Keeling, & McKenzie, 2009). Indeed quality of life issues are core to the 
values of ageing in place and the New Zealand Positive Ageing Strategy. As it is difficult 
to quantify quality of life, personal preference must be taken into account with a self 
assessment, the most appropriate method. Self assessment allows effective measurement 
of a person‟s needs, and a follow-up re-assessment on subsequent occasions would 
ensure that any quality of life issues are identified and addressed. The World Health 
Organisation speaks of „Active Ageing‟ when referring to quality of life. It is the process 
of optimising opportunities for health, participation and security in order to enhance 
quality of life as people grow older (World Health Organization, 2009). Active ageing 
allows people to realise their potential for physical, social, and mental well-being 
throughout the life course and to participate in society, while providing them with 
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adequate protection, security and care when needed (World Health Organization, 2009). 
The word “active” refers to continuing participation in social, economic, cultural, 
spiritual and civic affairs, not just the ability to be physically active or to participate in 
the labour force (World Health Organization, 2009). Older people who retire from work, 
who are unwell or live with disabilities, can remain active contributors to their families, 
peers, and communities. Active ageing aims to extend healthy life expectancy and quality 
of life for all people as they age (World Health Organization, 2009). One specific 
example of a loss of active ageing, and indeed quality of life, for the elderly in 
Christchurch is the recent decision in March of 2010 by the CDHB to cut funding for 
Arthritis New Zealand gentle exercise classes for the elderly. The gentle exercise class is, 
for many participants, the only active exercise that they receive throughout the week. As 
a result, several classes throughout the calendar year will experience forced cancelations 
and the price per class for the elderly to attend will increase as well.  
 
1.3 The InterRAI Assessment Tool 
 
One tool which aids in the mission of active ageing is interRAI. The International 
Resident Assessment Instrument, or interRAI, was developed in the United States in 1992 
by a non-profit consortium to promote the use of assessment instruments and cross-
national comparisons as a foundation for improving care of the elderly, frail and disabled 
(Fries & Fahey, 2003).  The goal of interRAI is to promote evidence-based clinical 
practice and policy decisions through the collection and interpretation of high quality data 
about the characteristics and outcomes of persons served across a variety of health and 
social services settings (interRAI.org, 2009). There are currently thirteen different 
assessment systems available through interRAI, ranging from Community Health and 
Assisted Living, to the Intellectually Disabled and Home Care models (interRAI.org, 
2009).  
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1.3.1 InterRAI – Home Care Assessment Tool 
 
The interRAI – Home Care tool has many strengths. It addresses issues such as the inter-
relationship between health and disability, the problems of information duplication and 
omission in the assessment of older people, and the lack of consistency across settings, 
disciplines, and regions (Gilhooley, 2008). These strengths of interRAI are relevant to 
acknowledged issues in New Zealand concerning the assessment of older people in 
reports of the National Health Committee (2000), the New Zealand Disability Strategy 
(2001), the Health of Older People Strategy of (2002), the Assessment Processes for 
Older People (2003), and the Specialist Health Services for Older People (2004) 
(Gilhooley, 2008).  
 
Although each instrument in the interRAI family of tools and applications has been 
developed for a particular population, they are designed to work together to form an 
integrated health information system. InterRAI instruments all share a common language, 
that is, they refer to the same clinical concept in the same way across instruments. Using 
common measures enables clinicians and providers in different care settings to improve 
continuity of care, as well as to integrate care/supports for each individual (interrai.org, 
2009). Common language also allows families, advocates and public payers to track the 
progress of program participants across settings and over time. Such information can 
yield important findings regarding what works to improve an individual's quality of life 
(interrai.org, 2009). The reliability of the MDS was tested and proven in the paper 
„Reliability Estimates for the Minimum Data Set for Nursing Home Resident Assessment 
and Care Screening (MDS) (Hawes et al, 1995).  
 
InterRAI-HC has been developed to provide a common language for assessing the health 
status and care needs of frail elderly and disabled individuals living in the community 
(interrai.org, 2009). The use of this tool across the DHB in New Zealand will greatly aid 
in the proper assessment of older people living in their own homes.  
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1.3.2 A Limitation of interRAI-HC and a solution  
 
Despite all of the advantages to nation-wide implementation of the interRAI – HC, there 
is one major limitation of the HC tool itself, and indeed throughout the interRAI system: 
that being it does not contain a specific section on quality of life. Indeed all sections 
within the HC tool together play a role in quality of life, but there is no specific mention 
of quality of life. The limitation throughout the interRAI system is that there are no self 
assessment tools currently available. Although the Home Care tool was developed to 
focus on a person‟s functional abilities and quality of care, information is gathered 
largely from the point of view of the assessor, not the person being assessed, i.e., the 
results may not adequately reflect the personal preferences, or views, of the older person 
being assessed as multiple sources are interpreted by the assessor. Also, with quality of 
life being such a subjective notion, it is imperative that any quality of life assessment be 
completed via a self administered or self assessment tool. 
 
1.3.2.1 InterRAI Quality of Life Survey 
 
In April 2008, Dr. John Morris presented to an interRAI conference in Barcelona, Spain, 
his new concept of a self assessed Quality of Life (QoL) assessment tool which would 
focus on the person‟s own perspective of their life and care experiences in the context of 
the care setting in which they live (interRAI, 2008). Its functional ability as a self 
assessment tool, when coupled with the Home Care tool, will enable for a more complete, 
or holistic, view of the client through a self reported survey which will “…focus on the 
person‟s own perceptions of their quality of life, in the context of the care setting in 
which they live” (interrai.org, 2008). It is the first tool within interRAI which is centred 
on the client‟s point of view. The assessments are completed by the person directly, as a 
self assessment, or through interview (interrai.org, 2008).  
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Regarding the QoL survey, Dr. Morris, stated that  
"This is an important and ground breaking initiative for persons receiving long term 
care. InterRAI will be able to bring together, in the one comprehensive assessment 
system, the perspectives of both service providers and recipients of care services" 
(interRAI.org, 2008).  
 
1.3.3 Alternative Quality of Life Assessments  
 
Although quality of life assessments are in much greater use today than a decade ago, 
there is still no comprehensive assessment approach which fully covers all of the 
complexities and nuances that together comprise overall quality of life. Indeed, there is 
no agreed definition of quality of life either, as the subjective nature of the term itself 
leads to many different determinations, opinions and personal needs/desires. There are 
other QoL surveys in use today, such as the Participant Outcomes and Status Measures 
(POSM) which is used in Michigan, and the Multi-Attribute Health Status Classification 
System: Health Utility Index – 3 (HUI3). These alternate QoL systems will be reviewed 
further. 
  
1.4 Research Aims and Objectives 
 
The overall research aim is to evaluate the adequacy of the interRAI Quality of Life 
survey in assessing the QoL issues and needs of the elderly living in their own homes in 
the community with some sort of publicly funded health care, social or community 
support such as meals on wheels, personal care, etc., for the purpose of demonstrating the 
importance of it as a useful tool within New Zealand. The objectives of the research are 
as follows: 
 
 Objective 1 - To review the management and application of quality of life 
indicators for the elderly.  
9 
 Objective 2 – To understand the pressures which an ageing population places on 
public policy.    
 Objective 3 - To consider how quality of life measures can best be applied 
alongside interRAI in New Zealand. 
 
1.5 Framework for the Dissertation 
 
The following chapters will outline and expand upon the main objectives and aims. 
Section Two, New Zealand Policy Context for Ageing in Place, will outline the 
demographic changes which have occurred in New Zealand‟s, and indeed the worlds, 
ageing population.  Regarding these demographic changes, the growth of the elderly 
population in New Zealand and changing household profiles will be discussed. Regarding 
the implications of change, the pressures placed upon health and social resources will be 
outlined. Implicit in this discussion of health care pressures will be its effects upon New 
Zealand Superannuation and the workforce. Population ageing strategies will be broken 
down in a response to pressures, and discussion will occur regarding the various 
strategies themselves. The concept of ageing in place will be introduced. Integral to the 
discussion of ageing in place is the need to overview the determinants to successful 
ageing in place, and the role that QoL plays within it. Also, the cost effectiveness of 
home care vs. institutional care will be reviewed. Closing out Section two will be a 
discussion of interRAI and its role internationally and in New Zealand. Within this 
discussion will be a background of interRAI, its content and application in New Zealand, 
its limitations and an alternative approach.  
Section three, Measuring and Applying Quality of Life indicators for the elderly, will 
overview various QoL indicators and Assessment systems, before focusing upon the 
interRAI QoL self assessment survey itself. Section four introduces the research methods 
from the study. The research purpose, protocols, and study design will be discussed. 
Participants and the administration of the QoL Survey will be discussed, as well as the 
statistical procedures used in data analysis. Section five will be discussing the research 
results beginning with a description of the sample, then a section by section analysis of 
the QoL Survey data. Finally, Section six will discuss the background of the problems 
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discovered and the predictors of quality of life from each section of the QoL Survey. The 
strengths and limitations of the study, and implications and recommendations for future 
policy and research will close out the thesis. 
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2.0 NEW ZEALAND POLICY CONTEXT FOR AGEING IN PLACE 
 
2.1 Introduction  
 
Currently, 13% of the New Zealand population is over the age of 65. By 2030, that 
number is projected to increase to approximately 21% (Statistics New Zealand, June 
2009). During the June 2009 year, the population aged 65–79 years increased by 10,300 
(2.6%) to reach 406,700 people. The proportion of the population aged 65–79 years was 
9.4% at 30 June 2009, up from 9.0% in 1999. There was also a slight increase in the 
proportion of the population aged 80 years and over (80+), from 2.7% in 1999 to 3.4% in 
June 2009. The age group of 80+ reached 146,000 people at 30 June 2009, an average 
annual increase of 4,200 people (3.5%) over the decade (Statistics New Zealand, June 
2009). In total, there are over half a million residents of New Zealand over the age of 65. 
Population ageing is an important issue fiscally as 25% of government spending is 
currently on the 13% of the New Zealand population aged over 65, and this will grow in 
the future (NZ Treasury Department, 2009).  
 
Figure 2.1 The growth of the age 65+ elderly population in New Zealand. (Statistics New 
Zealand, 2010) 
 
One stressor which could occur due to an increase from 13% to 21% in the 65+ age group 
by 2030 is a decreased work force growth. This in all probability would lead to a 
decrease in the amount of workers supporting the retired, could present problems for the 
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viability of national superannuation, possibly lead to increases in taxes, and could 
ultimately affect quality of life. Many people in the 65+ age group will be retired or in 
semi-retirement. The future workforce will undoubtedly be an older one as well, as 
between now and 2051, the number of older people (those aged 45-64 years) is expected 
to rise from about 35% to nearly 45% of the working-age population (Alpass & Mortimer, 
2007).  
 
Another implication that the increase of the 65+ age group could lead to is a higher 
dependency ratio. Namely, that the growing number of retirees will increase the burden 
on the working population that supports them (Alpass & Mortimer, 2007). A frequently 
used measure of the potential burden imposed by population ageing is the dependency 
ratio, which refers to the number of children (0-14 years) and elderly people (65 years 
and over) relative to the number in the working-age population (Alpass & Mortimer, 
2007). The dependency ratio is the sum of the dependent share of the population relative 
to the working age share of the population (Alpass & Mortimer, 2007). Regarding the 
future dependency ration in New Zealand, Alpass & Mortimer concluded that: 
These changes in the dependency ratio in New Zealand are clear. By 2051, it is 
likely that the population share of those 65 years and older will more than double, 
while the youngest share of the population will contract by nearly one-third. 
These trends translate into a higher dependency ratio (Alpass & Mortimer, 2007).  
The dependency ratio in New Zealand currently stands at approximately 0.53: that is, for 
every 100 people of working age (those between 15 and 64 years of age), there are 53 
people younger or older (Alpass & Mortimer, 2007). The dependency ratio is projected to 
dip to 0.50 in 2011 before rising to about 0.71 in 2051, when for every 100 people of 
working age, there will be 71 people younger than 15 and older than 65 (Alpass & 
Mortimer, 2007).The rising dependency ratio could lower our per capita GDP growth rate 
(Alpass & Mortimer, 2007).  
 
Another imminent implication of the increasingly large population in the 65+ age group 
are the questions concerning the viability of the national superannuation scheme. The 
concerns of an increasing number of retirees, a lower number of workers in the workforce, 
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and an increasing dependency ratio could mean financial strains to superannuation. Much 
discussion has occurred about the possibility of increasing the age for eligibility for 
national superannuation from 65 to 67. There are no indications that this will occur in the 
short term, but discussion and review will undoubtedly continue.  
 
Population ageing is changing the demographics of societies around the world. New 
Zealand has policy initiatives in place to aid the elderly through this transition. Policy 
papers and initiatives such as the Positive Ageing Strategy, the Report of the National 
Health Committee (2000), the New Zealand Disability Strategy (2001), the Health of 
Older People Strategy (2002), the Assessment Processes for Older People (2003), and the 
Specialist Health Services for Older People (2004), will all be discussed. A key review 
will focus on a significant new initiative within this myriad of policy, the implementation 
of the interRAI – Home Care tool by the MoH, through the DHB. Further examination 
will focus on key concepts such as Ageing in Place and Active Ageing, which are playing 
important roles in ensuring for a high quality of life for the elderly.  
 
An important and newly introduced aspect to the construct of high quality of life for the 
elderly is the self-assessed Quality of Life survey through interRAI. It is the first tool 
within interRAI which would be centred upon the point of view of the client, instead of 
the assessor. The efficacy and possible future role(s) of the QoL survey within the 
framework of elder-care in New Zealand will be reviewed. Overall, this chapter will be 
used to examine the many differing components which contribute to quality of life for the 
elderly, the QoL survey itself, and the possible future of the QoL survey within the MoH. 
 
 2.2 Demographic Change  
 
  2.2.1 The growth of the Elderly Population in New Zealand 
 
As noted in „Demographic Aspects of New Zealand‟s Ageing Population‟, (Dunston & 
Thomson, 2006), population ageing can be regarded as an intrinsic dimension of a world 
wide demographic transition from relatively high fertility rates and high mortality rates, 
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to relatively low mortality rates and relatively low fertility rates. The cause of the 
demographic transition is rooted in various socio-economic and health factors which have 
reduced mortality and fertility rates over time (Dunstan & Thomson, 2006).  
 
In New Zealand, population ageing manifests itself in changing population pyramids. 
Figure 2.2, (Statistics New Zealand, 2006), depicts male and female age/sex ranges for 
New Zealand for 2006, with estimated population age/sex ranges for the years 2021 
(Figure 2.3) and 2041 (Figure 2.4). In Figure 2.2, (2006), the 65-69 age tier shows both 
the male and female populations as less than 2% of the total population. The 75-79 age 
tier is close to 1%. The population range graph of 2006 follows the trends of an 
increasingly ageing population reported by Statistics New Zealand since 1951 (Statistics 
New Zealand, 2009). 
 
(Figure 2.2) New Zealand Age/Sex Population Distribution 2006  
(Total Population 4.18 Million)  
 
 
 
 
 
 
 
 
 
 
 
 
(Statistics New Zealand, 2009 
Fig.2.2 – Year 2006 population pyramids illustrate the age/sex structure of the New 
Zealand population. On the left side of the pyramids are five year age groups. On the 
bottom of the pyramids are population in either thousands, or percent.  
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Population estimates for 2021, shown in Figure 2.3, show that the ageing of the 
population is likely to continue. When compared to the 2006 model, the 2021 estimates 
show increases in population in all age tiers 60 and older. It is only in the 75-79 age tier 
that both male and female populations are each projected to be less than 2% of the total 
population, ten years later than the 2006 population distribution. It is only in the 80-84 
age tier that both male and female numbers are projected to fall below 1% (Statistics New 
Zealand, 2009). 
 
New Zealand Age/Sex Population Distribution 2021 (Figure 2.3) 
(Total Population 4.77 Million)  
 
 
 
\ 
 
 
 
 
 
 
 
 
 
 
(Statistics New Zealand, 2009) 
Fig.2.3 – Year 2021 age population pyramids illustrate the changing age/sex structure of 
the New Zealand population. On the left side of the pyramids are five year age groups. 
On the bottom of the pyramids are population in either thousands, or percent.  
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The dynamics of population ageing become clearer when looking at New Zealand‟s 
population projections for year 2041 (Figure 2.4). It is clear from the 2041 estimated data 
that the age tiers of 60-64, 65-69 and 70-74 are all quite similar. This is different from 
previous projections where there is a noticeable drop in numbers as age increases. The 
male age tier does not fall below the 2% range until 80-84 range, with the female tier 
only falling below 2% at 85-89. The male projection falls below the 1% range only in the 
85-89 tier, while the female population reaches that level only at the 90+ age tier 
(Statistics New Zealand, 2009). 
 
New Zealand Age/Sex Population Distribution 2041 (Figure 2.4) 
(Total Population 5.33 Million) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
(Statistics New Zealand, 2009) 
Fig.2.4 – Year 2041 age population pyramids illustrate the changing age/sex structure of 
the New Zealand population. On the left side of the pyramids are five year age groups. 
On the bottom of the pyramids are population in either thousands, or percent.  
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Keeping debt under control will be vital to New Zealand‟s drive towards effectively 
dealing with an ageing population. If current policies lead to increasing debt, future 
generations will find it difficult to set their own spending priorities or to meet unforeseen 
challenges (NZ Treasury Department, 2009). High levels of public debt increase the cost 
to everyone through higher interest rates, debt servicing and taxes, and ultimately could 
limit the ability of governments to implement the ageing policies they want (NZ Treasury 
Department, 2009) 
 
2.2.2 Changing Household Profiles 
 
The number of families in New Zealand is projected to increase from an estimated 1.17 
million in 2006 to 1.44 million in 2031 (Statistics New Zealand, 2008). Couples without 
children will account for the majority of this growth, increasing from 468,000 in 2006 to 
730,000 in 2031 (Statistics New Zealand, 2008). The increasing prevalence of couples 
without children is mainly due to the increasing number of people born after World War 
II reaching older ages (50 years and over), where they are most likely to live as a partner 
in a couple without children (Statistics New Zealand, 2008). Most of these couples will 
have had children who have left the parental home. Couples without children overtook 
two parent families to become the most common family type in 2008 (Statistics New 
Zealand, 2008). The number of households is projected to increase from 1.55 million in 
2006 to 2.09 million in 2031 (Statistics New Zealand, 2008). Households containing one 
or two people are projected to account for nearly all of this growth (Statistics New 
Zealand, 2008). Based upon these projections, the majority of people in households 
containing one or two people will invariably be in the fifty to sixty plus age bracket(s) 
(Statistics New Zealand, 2008). With this projected increase in the elderly living in their 
own homes without children, it would be wise for New Zealand to prepare for the strain 
that this eventuality may place on both social and health care frameworks. With an 
increasing number of elderly living alone in their own homes, it is important that homes 
are „age proofed‟ for both safety and sustainability, and that quality of life is not 
compromised.  
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An important and historical aspect of long term care of the elderly is informal care, which 
is usually unpaid and provided by relatives and/or family members. Informal care support 
appears to have weakened over the last three decades. Anderson and Hussey (2000) 
found that the proportion of elderly persons living alone rose from 1970 to 1990, while 
the percentage of elderly living with their adult children had declined in the past three 
decades (Anderson & Hussey, 2000). In looking into the financing of long term care, 
Anderson and Hussey found New Zealand and the United States to have a higher 
proportion of private funding than other western nations surveyed (Australia, France, 
Germany, Japan, United Kingdom and Canada) (Anderson & Hussey, 2000).  
 
2.3 Implications of Change – Pressures on Resources   
 
As the elderly (65+) population of New Zealand continues to grow, the challenges of 
dealing with the corresponding pressures on health care resources will accumulate.  
Although funding to DHB has increased, many are still struggling with debt and are faced 
with cost savings measures. For example, Home Help assistance to the elderly has been 
reallocated from those deemed to have low level needs to those deemed with high level 
needs at the CDHB due to budget constraints.  Many elderly voiced the complaint though 
that they felt they were being deemed low level via telephone evaluations. This has 
caused a level of consternation amongst those elderly whose home help hours are being 
either reduced or cut completely. The pressures facing health care in New Zealand with 
regards to the growth of the elderly population and its potential impact in the future is 
succinctly summed up in the report „Report 2: The interRAI Evaluation‟. The report 
states that older people (aged 65+) constitute 12.4% of the population, with this figure 
anticipated to rise to 25% by 2050 (Weidenbohm, Parsons, Dixon, Keeling, Senior, & 
Brandt, 2008). However, of more significance is the fourfold increase in 75+ year olds 
and six-fold increase in 85+ year olds anticipated to occur over the next 20 years 
(Weidenbohm et al, 2008). Specifically, by 2021 around 2.3% of the population will be 
aged 85+ (Weidenbohm et al, 2008). Given that 75+ year olds utilise three times the 
health care resources of other age groups the impact on health and social resources will 
be considerable (Weidenbohm et al, 2008).  
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The predicted demographic changes in the Maori population are more pressing: from 
1998 to 2010, a fourfold increase in 75+ Maori will be observed. Given the incidence of 
age-related conditions occurring at younger ages, there are concerns over the impact of 
such an increase on older Maori and their whanau (Weidenbohm et al, 2008).  
Increasing longevity and declining fertility rates have been shifting demographic profile 
of populations in all industrialized countries, including New Zealand, toward older age 
groups (Anderson & Hussey, 2000). The projected ageing of the workforce means that 
existing health models are not sustainable in the long term (Gordon, 2009). Mary Gordon, 
former interim Chief Executive of the CDHB, had these comments to say about the 
projected ageing of the workforce, health care service, and the future sustainability of 
health care in Canterbury, New Zealand: 
If we continue to provide the same level of care in the same way as we do today 
then by 2020 we will need another hospital the size of Christchurch Hospital, 
2000 more aged care beds and 20% more GPs. Obviously this is not 
sustainable.  Thus we need to look at how we can provide services that are 
patient/family centric that remove unnecessary waste, duplication and 
standardise care to ensure that we best use the health resources we have 
(Gordon, 2010). 
It is not hard to extrapolate Ms Gordon‟s comments throughout the DHB. The CDHB has 
presented a report that showed their financial result for December 2008 was a deficit of 
$3.685M, which was $2.598M unfavourable against the budgeted deficit of $1.087M 
(Gordon, 2009). This has been viewed as concerning and unsustainable for the long term 
(Gordon, 2009). Ms Gordon commented that the key drivers of this deficit were: 
Community Pharmacies, Special Foods, Aged Care, Medical/Surgical, and Women‟ and 
Children‟s acute activity (Gordon, 2009). Responding to these concerns, David Meates, 
the Chief Executive of the CDHB noted: 
The national fiscal situation has deteriorated over the last few months. Health is 
in a position where they have certainty of funding and we need to be very 
disciplined as to how we bring our spending in line with this. We need to ask 
ourselves are there more efficient and effective ways of providing our services? 
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We also need to be very much focused on how we deal with growing demand and 
pressures on health within the constraints imposed (Meates, 2009).  
Another significant contributor with regards to the pressures placed on resources is the 
decreasing age of retirement in New Zealand. The age of retirement has important public 
policy implications for two reasons; first, it increases the number of retirees, and second, 
it reduces the number of workers that are contributing to public programs financed 
through workers‟ contributions and taxes (Anderson & Hussey, 2000). Both have the 
potential to significantly affect health care, economic, and social resources. Anderson and 
Hussey‟s study found that in New Zealand, the average age of retirement for women had 
decreased from 62.5 in 1960 to 58.6 in 1990, while in men the retirement age decreased 
from 65.1 in 1960 to 62 in 1990.  
 
Across many OECD countries, the trend over the past 30 years has been for people to 
retire at a younger age, despite evidence of improvements in life expectancy (Hurnard, 
2005B). This trend can be seen in generally falling rates of labour force participation 
among males in the age group 55 to 64 years, as shown in Figure (Hurnard, 2005). In 
their research programme on social security programmes and retirement around the 
world, Gruber and Wise (2002) comment that the decline in labour force participation of 
older persons is perhaps the most dramatic feature of labour force change over the past 
decades (Hurnard, 2005A).  
 
Figure 2.5- Proportion of males aged 55-64 who are in the labour force  
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Figure 2.5 shows that the experience of New Zealand stands in contrast to that of other 
Countries (Hurnard, 2005B). The decline in labour force participation rates of older 
males that New Zealand shared with other OECD countries over the period 1971 to 1991 
was reversed over the subsequent 10 years as New Zealand changed from experiencing a 
participation rate that in the earlier period was about average among the comparator 
countries shown in Figure 2.6 to one that, by 2001, was clearly higher than all the other 
comparator countries (Hurnard, 2005B). A similar pattern of divergence between New 
Zealand and other OECD country participation rates has occurred since 1991 in the case 
of older females, but in this case it has overlaid a generally rising trend of female 
participation (Hurnard, 2005A). Hurnard argues that the primary reason for the New 
Zealand sharp turnaround in older people‟s labour force participation since 1991 was the 
phased increase in the eligibility age for the public pension, the National Superannuation 
Fund, from 60 to 65 years, which commenced in 1992 (2005A). The delayed eligibility to 
superannuation has resulted in many people delaying their retirement from the paid work 
force (Hurnard, 2005A). 
 
2.3.1 New Zealand Superannuation 
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New Zealand Superannuation provides a source of income to people who have reached a 
qualifying age (currently 65 years) and who meet other eligibility criteria, such as 
residency (Ministry of Social Development, 2008). The issue of increasing the age for 
eligibility for superannuation in New Zealand has been contentious during the current 
world wide economic downturn. Proponents of increasing the age for eligibility from the 
current 65, to 67, point to recent predictions by the New Zealand Treasury Department 
that the net public debt could rise by 220% in the next forty years (NZ Treasury 
Department, 2009). Table 2.1 outlines the increase in the number of people who are 
receiving national superannuation for the years of 2004 through to 2008. The 2008 total 
represents an increase of approximately 10.7% from 2004.  
 
 
Age of client at the end 
of June 
People receiving New Zealand Superannuation 
2004 
Number 
2005 
Number 
2006 
Number 
2007 
Number 
2008 
Number 
Under 60 years 4,507 4,205 3,899 3,484 3,179 
60-64 years 12,815 11,971 11,072 10,303 9,781 
65-69 years 127,786 135,322 144,867 153,900 158,186 
70-74 years 111,757 111,329 111,240 113,201 117,332 
75-79 years 94,098 95,021 96,754 97,382 97,581 
80 years or over 113,661 117,367 120,993 124,447 128,217 
Total 464,624 475,215 488,825 502,717 514,276 
 
Table 2.1- Trends in the ages of clients receiving New Zealand Superannuation (Ministry   
of Social Development, 2008) 
 
At the Workshop on Labour Force Participation and Economic Growth on 14 April 2005, 
Roger Hurnard concluded that if in 1991 the eligibility age for National Superannuation 
had been 65, not 60, the labour force participation of males aged 60-64 would have been 
almost 60 percent instead of under 40 percent, while the labour force participation of 
females aged 60-64 would have been over 30% instead of 17%, assuming they would 
have shared in the rising participation trend of working age females (Hurnard, 2005). 
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The current age of eligibility for New Zealand Superannuation is 65, the same as the age 
of eligibility for the first New Zealand age pension, introduced in 1893 (NZ Treasury 
Department, 2006). The adequacy of retirement savings has become an important issue 
with the dual factors of the 2009/10 economic downturn and the ageing of the NZ 
Population. It has been calculated that raising the eligibility age for National 
Superannuation to 67 could result in savings of at least $100 Billion by 2061 
(Mercer.co.nz, 2010). The Government is under pressure to make a change in qualifying 
age for superannuation to help to pay for our ageing population after deciding that it 
could not afford to pay into the New Zealand Superannuation fund for the next 11 years 
(Beehive.govt.nz, 2009B) In a dissenting opinion, Age Concern national President Liz 
Baxendine believes that an alternative to raising the age of eligibility is necessary:  
 
Calls to raise the Superannuation age to 67, or even higher, ignore the situation 
of manual workers, Maori and Pacific people. After a lifetime of work and paying 
taxes they would receive less benefit if the Super age was raised because they tend 
to die earlier. We all need to plan for a future with one million older New 
Zealanders, but we need to do it without talking about the 'burden' of older people 
(Baxendine, 2009). 
Many countries have, or are planning on increasing the age for pension schemes, 
including  
 Australia's Labour Government decided in May of 2009 to raise the qualifying 
age for its means-tested pension from 65 to 67 in steps between 2017 and 2023 
(nzherald, 2009). 
 The United Kingdom announced in a 2006 White Paper discussing their new 
pensions system that they will gradually increase their State Pension age from 65 
in 2024 to 68 in 2046  
 Denmark is increasing the age threshold for the public old age pension from 65 in 
2024 to 67 in 2027. Furthermore from 2025, the eligibility age will be directly 
linked to changes in life expectancy at age 60 
 Japan is increasing its age for access to the earnings related component of its 
pension from 60 to 65 by 2025 for males and by 2030 for females (OECD, 2007). 
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Prime Minister John Key has said that the National led Government is absolutely 
committed to maintaining current eligibility rules for National Superannuation 
(Beehive.co.nz, 2009A). This raises the possibility of increases in taxes or GST to fund 
future superannuation payments. With many elderly already living on tight budgets, the 
possibility of a shortfall in their future pensions, or increases in taxes and/or GST is a 
frightening prospect, and one which could ultimately be a calamity for their own quality 
of life.   
 
Auckland University economics professor Susan St John believes that a discussion 
concerning raising the age of eligibility is inevitable. It should start sooner rather than 
later, she said. "It will mean that paying New Zealand superannuation, regardless of the 
New Zealand super fund, will become more expensive over time and whatever we pay 
out will be at the opportunity cost of what else we could have done with that money," she 
said. Estimates show that the ageing population will push up superannuation costs from 
the current 4 per cent of gross domestic product to 9 per cent by 2020 (stuff.co.nz, 2009). 
 
2.3.2 Years in the Workforce and the Corresponding Pressures Placed 
 
In their study on population ageing, Anderson and Hussey (2000) found that in New 
Zealand, only 3.3% of the workforce was over the age of sixty, compared to 12.5% in 
Japan, 5.8% in the United States and 2.5% in France. Anderson and Hussey also reported 
the average amount of time spent in and out of employment from within the 29 members 
of the OECD. In 1960 men worked outside the home for the majority of their lives (fifty 
out of sixty eight years), while in 2000 men were expected to spend an equal number of 
years working and not working outside of the home (thirty seven years each) (Anderson 
& Hussey, 2000). By 2030, OECD projections show that by 2030 men will work for less 
than half of their lives (thirty three out of seventy six years) (Anderson & Hussey, 2000). 
Data for women show an increasing number of time worked outside of the home from 
1960 to 1990, with numbers levelling off in the early 2000s.  
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Overall, this represents a decrease in the number of working age people to support those 
in retirement. The elderly are currently experiencing a decreasing age of retirement, an 
increase in longevity, a decrease in the numbers of elderly living with their adult children, 
and a high percentage of private funding spent on long term care financing. One 
additional and important statistic to add to these is the number of workers who are 
currently supporting retired pensioners. In 2000, there were approximately four to six 
workers for every person aged 65 or older. Between 2000 and 2020 that number will 
decrease to two to four potential workers for every elderly person (Anderson & Hussey, 
2000)  
 
This is relevant to the issue of quality of life as funding for both social and health care 
programs for the elderly who are living in their own homes could be affected by 
monetary shortfalls. A media report (Christchurch Press, 15 August 2009) entitled „Home 
help in spotlight‟ outlines probable cuts in health care programs. 
Home help for some elderly will be cut and fewer people will be funded to live in 
rest homes as the Canterbury DHB reviews its “unsustainable” aged-care 
services. People receiving aged-care services such as district nursing or home 
help would be reassessed, which could result in cuts to the services for some, but 
more help for others. Chief Executive David Meates stated that “This is not 
sustainable and the current rate of increase puts funding for other board services 
at risk” (The Press, 2009). 
Many studies have been carried out on the cost effectiveness of home based programs for 
both health care and various social welfare programs. Section 2.4.3 will review some of 
these studies. It is important that we realize the potential that these programs have to both 
maximize cost savings to an already stressed health and social welfare budget, but also 
their ability to provide a greater quality of life for our increasingly elderly population. 
Given that we are able to sufficiently predict the growth of our 65+ age population, 
public policy should be able to prepare now for this eventuality. 
 
 2.4 The Response 
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  2.4.1 Positive Ageing Strategy 
 
The New Zealand Positive Ageing Strategy (NZPAS) was promulgated by the MoH in 
2001 as a way to set out the Government‟s commitment to positive ageing. The NZPAS 
aims to improve opportunities for older people to participate in the community in the 
ways they choose, by providing a framework within which all policy that has 
implications for older people can be commonly understood and developed by 
incorporating broad guiding principals, and by identifying ten priority goals with 
recommended actions (Office for Senior Citizens, 2002A). The ten priority goals cover 
income, health, housing, transport, safety and security, culturally appropriate services, 
rural communities, positive attitudes to ageing, employment, and opportunities for 
community participation.  
 
The Positive Ageing Strategy establishes a set of principles as a framework for 
integrating policies and programmes across the government sector, but can be seen as a 
living document that is a basis for action (Dalziel, 2001).  There are ten positive ageing 
principles and ten priority goals, both of which contribute to and reinforce the value and 
commitment which the former government showed towards the elderly in New Zealand. 
The current Minister of Senior Citizens, John Carter MP, has identified changing 
attitudes about ageing as a priority (johncarter.co.nz, 2010). He spoke to the New 
Plymouth Ageing Trust about his priorities regarding Positive Ageing: 
It's about promoting the contributions older people make to their communities, 
while encouraging older people to continue to stay involved. Our contribution 
and value to society don't end when we stop work – there are many ways we can 
stay involved and continue to give. These can include working with groups like 
the New Plymouth Ageing Trust, other groups like Rotary or Lions, and helping 
out at local schools. Being involved, being seen, and having something to give 
helps change the younger generation's attitude towards what it means to age 
(johncarter.co.nz, 2010). 
These words are clearly in line with the principles of the NZPAS. As noted in the 
executive summary of the NZPAS,  
27 
“Older people are important members of society and have the right to be afforded 
dignity in their senior years; They have skills, knowledge and experience to 
contribute to society, and the expected growth in the proportion of older people 
during the coming decades will provide New Zealand with a valuable resource. 
Further, continued participation in older age has benefits for the individual 
concerned, the community, and the country as a whole” (Office for Senior 
Citizens, 2001).  
Of the ten principles which guide the NZPAS, a common theme throughout is the 
emphasis on enabling for a higher quality of life for the elderly. The ten principles of the 
New Zealand Positive Ageing Strategy are as follows: 
 Empower older people to make choices that enable them to live a satisfying life 
and lead a healthy lifestyle 
 Provide opportunities for older people to participate in and contribute to family, 
whanau and community 
 Reflect positive attitudes to older people 
 Recognise the diversity of older people and ageing as a normal part of the 
lifecycle 
 Affirm the values and strengthen the capabilities of older Maori and their whanau 
 Recognise the diversity and strengthen the capabilities of older Pacific people 
 Appreciate the diversity of cultural identity of older people living in New Zealand 
 Recognise the different issues facing men and women 
 Ensure older people, in both rural and urban areas, live with confidence in a 
secure environment and receive the services they need to do so 
 Enable older people to take responsibility for their personal growth and 
development through changing circumstances 
All ten of these Positive Ageing principles deal, in one way or another, with the issue of 
quality of life. The definition of „quality of life‟ is itself one which is subject to much 
individual and social interpretation and opinions. Several principles of the Positive 
Ageing Strategy, especially “Empower older people to make choices that enable them to 
live a satisfying life and lead a healthy lifestyle”, “Ensure older people, in both rural and 
urban settings, live with confidence in a secure environment and receive the services they 
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need to do so”, and “Enable older people to take responsibility for their personal growth 
and development through changing circumstances”, can all be related directly to the 
ability to remain living in one‟s own home. Empowering, Ensuring and Enabling the 
elderly of New Zealand to live higher quality of lives at home is directly in line with the 
Ministry of Health directive on the Positive Ageing Strategy. 
 
  2.4.2 Ageing in Place 
 
Ageing in place is defined by the Centres for Disease Control and Prevention as the 
ability to live in one‟s own home and community safely, independently, and comfortably, 
regardless of age, income, or ability level (CDC, 2009). An important initial aspect in the 
definition of ageing in place is that of choice. It is the choice of most older people to 
remain living in their own home for as long as possible (Office for Senior Citizens, 
2002B). Recognising the wishes of older people and the economics of providing care and 
support, central government has responded with an ageing in place policy framework 
(Office for Senior Citizens). The goal of ageing in place is to support people to remain 
living in their own homes as long as possible (Office for Senior Citizens, 2002B). This is 
done through a range of programmes within the disability support services currently 
administered by the Ministry of Health (Office for Senior Citizens, 2002B). Programmes 
include: 
 Home help services (cooking, cleaning, etc) without cost to Community Services 
Card recipients who have been assessed as requiring that assistance. People who 
do not have a Community Services Card are expected to pay for their own 
household management services.  
 Home support services that offer personal care (for example bathing and 
showering) to people who require such assistance. Recipients of these services 
are not subject to financial means testing  
 Other forms of assistance such as wheelchairs and aids, appliances and 
equipment that enable the person to remain in their own home (Office for Senior 
Citizens, 2002B) 
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Judith Davey, of the New Zealand Institute for Research on Ageing, wrote extensively 
about the concept of ageing in place in her paper „Ageing in Place: The views of older 
homeowners on maintenance, renovation and adaptation‟. Davey explains that 
“Internationally it has become accepted that traditional institutional care that keeps older 
people apart and medicalises old age is no longer desirable and perpetuates a negative 
view of ageing” (Davey, 2006). Most OECD countries are committed to reducing the 
number of people living in institutions (OECD, 1994). The ageing process should no 
longer be viewed as the inevitability of economic and social isolation from the rest of the 
community. Ageing in place should imply that older people will, whenever possible, 
remain in the community, either in their family homes, in homes to which they have 
moved in middle or later life, or in supported accommodation of some type, rather than 
moving into residential care (Davey, 2006). In 1994, the OECD issued its core aim of 
policy directed at the care of the frail and elderly: 
Elderly people, including those in need of care and support should, wherever 
possible, be enabled to continue living in their own homes, and where this is not 
possible, they should be enabled to live in a sheltered and supportive environment 
which is as close to their community as possible, in both the social and 
geographical sense (OECD, 1994) 
 
2.4.2.1 Determinants of Successful Ageing in Place 
 
Establishing the determinants for the successful implementation of ageing in place is an 
important aspect in seeing it through. The first and obvious determinant is housing.. 
Many elderly inevitably move from larger homes to smaller and easier to manage homes, 
ie over 60 homes, as they enter their „golden‟ years. A recent study by the American 
Association of Retired Persons revealed that 89% of homeowners over the age of 45 
prefer to remain living in their own homes, yet 80% of the population will require special 
housing needs at some point (Squidoo, 2010). Many ageing in place schemes use housing 
designs and renovations which allow the elderly to remain living in their homes longer by 
including renovations such as eliminating stairs by installing residential elevators, 
widening doors and hallways for wheelchair and/or walkers, installing easy to use light 
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switches and door handles, and designing custom bathrooms for residents with limited 
mobility (Davey, 2006). Many elderly who wish to remain in their long term family 
homes consider adaptations to make it possible to live with physical and/or health related 
limitations. Adaptations can be determined through an assessment from a qualified 
assessor. Indeed, a vital part to the solution of successful ageing in place is a robust and 
consistent assessment system. An option for the elderly who might be living in a hard to 
manage home is to have an assessment of their situation via a qualified home care 
assessor. Through this visit the elderly person or couple can receive assistance in 
determining what modifications their home requires for them to remain living at home 
safely.  
 
A second determinant to successful ageing in place is having a plan in place to empower 
your ability to make informed and timely decisions. The focus of your plan should be 
control; control of your environment, your care, your dignity, your comfort and your 
quality of life (ageinplace.com, 2008). The primary goal should be to create a plan that 
enables you to stay in your home as long as you are able, ensures your needs are met and 
supports your independence (ageinplace.com, 2008). A third important determinant to 
successful ageing in place is the proper management of finances. Jeff Helms, a certified 
retirement coach, has identified five key risks which the elderly will be faced with: 
 Outliving Your Assets - The new generation of retirees will live longer than any 
other generation in human history. In 1970, the average age of retirement was 65, 
with the average person living to around the age 72. Today, the average age of 
first retirement is 58, with many people living into their 90s. The amount of time 
spent in retirement has almost quadrupled and many people are not prepared for 
it. The average person plans for just 19 years of post retirement living. Ensuring 
that assets are positioned to support retirement for the long haul should be a 
critical element of planning. 
 Inflation - Inflation is defined as the rise in cost of goods and services. When 
people were, on average, retiring at 65 and dying at 72, a 3% annual inflation rate 
was not concerning. However, 30 years in retirement with a 3% inflation rate is a 
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different picture. If inflation averages 3% for 25 years, the average person will 
need twice as much money to maintain the current standard of living.  
 Poor returns - In the past, conventional wisdom dictated that you place a majority 
of assets in “safe” investments like CDs and bonds upon retirement. These 
investments typically carry lower returns due to their focus on preserving 
principal. But, when you factor in inflation, taxes, and a reasonable rate of 
withdrawals, these instruments may not last for a 30 year retirement. Investment 
returns that at least offset inflation and taxes are a critical component of any long 
term retirement strategy. 
 Healthcare expenses - The Centre for Retirement Research at Boston College 
projects that by 2030, as much as 35% of after tax dollars could go to support the 
healthcare needs of the elderly. The elderly will therefore need to ensure that they 
have adequate primary healthcare plan(s) and a long term care strategy in case 
long term care is needed 
 Taxes - The traditional notion held that taxes would be lower in retirement than in 
working years. Based on the current state of the economy and the budget deficit, 
this may be faulty thinking. Tax bills will need to be carefully managed in the 
future through prudent strategies to pay as little in taxes as is legally required. 
(ageinplace.com, 2008 
 
2.4.2.2     The Role of Quality of Life within Ageing in Place 
 
What role does quality of life play within the concept of ageing in place? An important, 
albeit objective, notion is the inherent quality of life one receives from living in and 
owning one‟s own home. In June of 2007, Age Concern New Zealand offered a 
submission to the Commerce Committee on the inquiry into housing affordability in New 
Zealand. Age Concern submitted that:  
…a majority of older persons who own their own home are able to survive 
comfortably off NZS (New Zealand Superannuation) as their sole source of 
income. This is advantageous for older persons and is a pattern that will not be 
repeated for later generations if the decline in home ownership continues. Older 
32 
persons in rental housing are facing higher rental prices due to the increase of 
house prices. Those older persons relying on NZS alone have a lower standard of 
living (and quality of life) and have significantly less security than those in home 
ownership. Age Concern draws your attention to the Living Standards research 
recently completed by John Jenson of the Ministry of Social Development; it has 
persuasive findings that suggest home ownership to be a desirable safeguard for 
good living standards (and quality of life) in later life (Age Concern NZ, 2007).  
In the same submission, Age Concern NZ also noted that:  
The government strategy of ageing in place is relevant to older persons owning 
their own home. Housing is a subject of great importance to the strategy; it is also 
inextricably linked with income and health because where you live has such a 
powerful influence on your life. As people grow older their needs change; in many 
cases their health deteriorates, often to the extent of disability in later life. The 
ageing in place strategy aims to reduce the social isolation that typically affects 
older persons forced to move from their home due to changes in their health or 
care needs. Age Concern asks whether those who rent are less likely than those 
who own to remain in their communities when their health or care needs change. 
Does it mean entering a rest home earlier for those in rental housing?” (Age 
Concern NZ, 2007) 
Certainly the question about renters moving into rest homes earlier than those who own 
their own homes is a viable one, and one which lends credence to the importance to 
which home ownership holds within QoL and of course the ageing in place scheme.  
 
A second role that quality of life plays in the concept of ageing in place is that of the 
promotion of independence, dignity and control over one‟s own life. With the inception 
of the Health of Older People Strategy in 2002, many ageing in place services and 
programmes have been developed to support the elderly who choose to remain living in 
their own homes. According to the MoH, The primary aim of the Health of Older People 
Strategy is to develop an integrated approach to health and disability support services that 
is responsive to older people‟s varied and changing needs (MoH, 2002). Ageing in place 
services that give older people the ability to make choices in later life about where to live, 
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and to receive the support needed to do so are a key component of meeting the aims of 
the Strategy (Ministry of Health, 2009). In the October of 2002 issue of the New Zealand 
Institute for Research on Ageing (NZiRA), Judith Davey wrote that “The promotion of 
independence and ageing in place are central to the concept of positive ageing. Even in 
very late life, a majority of people live in their own homes, and want to remain there for 
as long as possible. Entry into residential care is frequently equated with loss of 
independence - defined in a variety of ways (NZiRA, 2002). There are many ways that a 
person can prepare themselves, or their families, for ageing in place. Important 
preparations include: 
 Think about what you want your life to be like and balance that with the reality of 
your current situation.  
 Research what successful ageing in place will take. There is plenty of information 
available online 
 Make a list of the type of help you might need (financial advisement, legal 
planning, long-term care, etc.) and locate professionals that can help you with 
these items.  
 Begin identifying the items that are currently achievable, such as legal or 
financial planning, home modifications or others as your situation dictates.  
 Start building your plan in timeline form and commit to dates. Fill in as you learn 
more and put completion dates on things. Make the commitment to yourself to 
finish it. (Kind, 2009) 
These preparations will go a long way to ensuring that the elderly person is thoroughly 
prepared to age in place, if they wish to do so. An accurate and thorough assessment 
system is vital to achieving successful ageing in place. These assessments and 
preparations can ensure for some semblance of control in the life of an ageing person 
living at home. In the end, requirements for successful ageing in place come down to 
basics such as appropriate and affordable housing, consistent and robust assessment 
services, the availability of support services, appropriate and affordable health care, and 
quality of life issues such as those provided by long standing social interactions and 
groups.  
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Thirdly, as QoL is so important to the concept of ageing in place, it is important to define 
what it means. QoL is an elusive concept approachable at varying levels of generality 
from the assessment of societal or community wellbeing to the specific evaluation of the 
situations of individuals or groups (Felce & Perry, 1995). Felce and Perry defined quality 
of life as something which integrates both objective and subjective indicators, a broad 
range of life domains and individual values (Felce & Perry, 1995). Concerning quality of 
life, Derek Gregory explains in the Dictionary of Human Geography that “The term 
quality of life is used to evaluate the general well-being of individuals and societies” 
(Gregory et al, 2009). He also states that QoL should not be confused with the concept of 
standard of living, which is based primarily on income. Instead, standard indicators of the 
quality of life include not only wealth and employment, but also the built environment, 
physical and mental health, education, recreation and leisure time, and social belonging 
(Gregory et al, 2009). Pinning down one definition for QoL is difficult due to the many 
and varying uses and populations for which the term could be used for. A third, and 
commonly used, definition for quality of life is that of the health related quality of life. 
Kamphuis et al, in their paper „Health related quality of life and health status in adult 
survivors with previously operated complex congenital heart disease‟ wrote that, 
although there is no universal definition for health related quality of life, there is growing 
consensus that it should be assessed multi-dimensionally, including physical health, 
psychological state, and social relationships.
 
 Moreover, quality of life and health status 
are distinct constructs; quality of life is determined not only by the patient's health status 
problems but also by the emotional response to these problems (Kamphuis et al, 2002). 
The exclusive use of a definition of health related quality of life though may not be 
appropriate for everyday use for the adult living in their own home. Felce and Perry 
believe that the true model of quality of life takes into account concerns that externally 
derived norms should not be applied without reference to individual differences (Felce & 
Perry, 1995). Figure 2.5 uses a simplistic model to conceptualise four different views of 
quality of life. Figure 2.5(a) defines quality of life as the quality of one‟s life conditions, 
largely an objective view of QoL. In 2.5(b), quality of life is defined as one‟s satisfaction 
with life conditions. IE, a person may only make minimum wages at employment, but 
said persons QoL may or may not be adversely affected. In 2.5 (c), quality of life is 
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defined as a combination of both life conditions and satisfaction (Felce & Perry, 1995), a 
combination of objective and subjective components of QoL. Figure 2.5(d) similarly 
depicts quality of life as a combination of life conditions and satisfactions, but also 
emphasises the need to take into account the personal values, aspirations, and 
expectations of people themselves (Felce & Perry, 1995). Clearly the idea of defining 
quality of life is one that is fraught with varying ideas of subjective and objective 
indicators, various social and economic influences, health status,  spirituality, etc. and 
their importance to the concept itself 
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Conceptualisations of Quality of Life (Figure 2.6) 
 
 
(Felce and Perry, 1995) 
Fig.2.6 – Four different formulations and models for Quality of Life. 
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2.4.3 Cost Effectiveness of Home Care vs. Institutional Care 
 
The view that it is cost effective to provide home based community, social and health 
care support as opposed to institutional care, has been challenged and debated. In an early 
study of the terminally ill at the Department of Veterans Affairs in the United States, 
approximately 171 patients with informal caregivers were screened for cost effectiveness, 
patient functioning, and patient and caregiver morale and satisfaction (Hughes, 
Cummings, Weaver, Manheim, Braun, & Conrad, 1991). Findings included no 
differences in activities of daily living, cognitive functioning, or morale, but a significant 
increase in patient and caregiver satisfaction with care in the home care group. Those in 
the home care group used 5.9 fewer hospital days, resulting in a 47% per capita saving in 
hospital costs. Overall, the home care group had a total per capita health care cost that 
was 18% lower (Hughes et al., 1991). 
 
Weissert et al (1997) scrutinized the Arizona Long-Term Care System (ALTCS) for 
Medicaid savings. The ALTCS promotes the integration of home and community based 
services programmes (HCBS) and provides institutional, residential, and in-home 
services to elderly and disabled Medicaid recipients who meet the criteria for placement 
in a nursing facility (Riley & Mollica, 1996). The intent of ALTCS is to lower long-term 
care costs by replacing institutional care with home based care (Weissert et al, 1997). The 
payment structure of ALTCS creates opportunities for contracted health care providers to 
serve members in their own homes or in residential settings rather than in nursing 
facilities (Weissert et al, 1997). Regular monitoring, case management oversight, and 
member satisfaction surveys assure that services are provided when needed in a cost-
effective manner. As a result of the programmes success, an initial  maximum of 5% of 
the number of members who could receive its home and community-based services, 
imposed at the program's inception in 1989, was increased to 40% in 1995 (Riley & 
Mollica). Despite this expansion of home and community care, an independent evaluation 
found that ALTCS expenditures were 17% lower than would have been incurred in a fee-
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for-service system (Weissert et al, 1997). Estimates of savings were very robust and did 
not appear to be declining as the program matured (Weissert et al, 1997). 
 
One area of saving was due to the assessment teams, which judged client eligibility, 
being employed by the State of Arizona and independent of the program providers 
(Weissert et al, 1997), thus removing the possibility of conflict of interest. Currently, 
interRAI – Home Care assessors working within the CDHB are similarly independent of 
the various contracted providers that provide home health, social and community based 
support to those elderly in need. InterRAI assessors are employed by the DHB not private 
contractors, PHOs or other health care agencies. Largely, the ALTCS provides savings 
though three variants: (i) its adoption is State-wide not random which allows for 
continuity, (ii) there is a particularly strong preadmission screening process, (iii) the 
effort to contain HCBS spending (Grabowski, 2006). The ALTCS provides structured 
capitated payment rates to the program contractors, or managed care organizations, for all 
eligible persons within a certain geographic area. The program contractor receives the 
capitated rate and assumes responsibility for writing a care plan, determining the 
appropriate level of care, arranging home care services or institutional placement, and 
paying for all care (Weissert et al, 1997). The program contractor is at risk for managing 
health care and all other costs so that aggregate expenses for their covered population fall 
slightly below per-capita payments (Weissert et al, 1997).  
 
The ALTCS program found significant savings, high quality of care and patient 
satisfaction, and better processes of care (Weissert et al, 1997). ALTCS beneficiaries 
were less likely than those in the control group to be hospitalised, to have an inpatient 
professional visit, to have a procedure, and to have a laboratory service (Weissert et al, 
1997). Overall, the capitated system of ALTCS decreased many costly procedures and 
increased evaluation and management services (Weissert et al, 1997). In comparing 
actual and projected costs, the ALTCS was estimated to save 35 percent of projected 
nursing home costs, or $4.6 million dollars over the 24 month period of study (Weissert 
et al, 1997). Weissert et al found that the ALTCS provided the best evidence to date that 
capitation can potentially save program resources (Weissert et al, 1997). 
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In his paper on the cost-effectiveness of non-institutional long-term care services, David 
C. Grabowski wrote that: 
“Public financing of long-term care has historically favoured institutional care 
over non-institutional care. However, there has been a great deal of interest in 
expanding home and community based services (HCBS) during the past two 
decades. The economic rationale for this expansion is based largely on two ideas. 
First, individuals generally prefer care in the home or community [rather than] a 
nursing facility. And second, for many individuals with less intensive care needs, 
it is possible to provide lower per capita cost care in the home or community 
relative to a nursing home” (Grabowski, 2006).  
The conceptual framework for the cost effectiveness of long-term care services for non-
institutional adults is bound in their preference for care in their own home or community, 
and in the fact that individuals with less intensive care needs can be provided with lower 
per capita cost care in the home or community relative to care provided in a nursing 
facility (Grabowski, 2006). Early studies comparing home and community based services 
(HCBS) to nursing home care found that HCBS reduced nursing home use, but increased 
aggregate long term care spending because the small decrease in nursing home utilisation 
observed under HCBS was more than offset by increased HCBS spending on individuals 
who would not have entered a nursing home even in the absence of HCBS programs 
(Grabowski, 2006). In terms of effectiveness, very few studies based on randomized 
experimental designs found statistically significant differences between the treatment and 
control groups in either survival or physical and mental functioning (Grabowski, 2006). 
In subgroup analyses, patients who were younger, less disabled, and socially supported 
were found to benefit from HCBS (Grabowski, 2006). Importantly, studies generally 
supported the idea that psychosocial outcomes such as life satisfaction, social activity, 
social interaction, and informal caregiver satisfaction were higher under HCBS 
(Grabowski, 2006). Moreover, there was evidence that the number of unmet needs 
decreased under HCBS (Grabowski, 2006). One way to address the issue of cost is 
through a capitated payment arrangement in which providers receive a flat fee for each 
individual enrolled in a managed health care plan (Grabowski, 2006). In theory, this 
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arrangement should encourage lower overall utilisation of services, which might also 
entail relatively more HCBS and less nursing home care (Grabowski, 2006). This is 
similar to the structured payment system that managed care organizations in Arizona 
receive through the ALTCS. It is also important to note the difference between cost 
analysis and cost effectiveness. In cost analysis, the focus is strictly upon the cost, and in 
the latter, differences in costs are benchmarked against differences in effectiveness 
(Grabowski, 2006). Effectiveness may include such dimensions as health and functioning, 
longevity, unmet needs, satisfaction with care, informal caregiver (e.g., spouse) support, 
life satisfaction and morale, and the degree of social interaction (Kemper, Applebaum, 
and Harrigan, 1987). Thus, even if care provided from HCBS is associated with higher 
aggregate costs, the services may still be cost effective because of an even greater 
increase in aggregate effectiveness (Grabowski, 2006). On a per capita basis, given that 
nursing home costs include room and board, it is not surprising that nursing home care is 
more expensive than its HCBS alternative (Grabowski, 2006). Research has compared 
projected and actual Medicaid long term care cost over time in the U.S. states of 
Colorado, Oregon, and Washington (Alecxih et al, 1996). These states were chosen 
because HCBS accounted for a significant proportion of total Medicaid long term care 
recipients (Grabowski, 2006). Using the most conservative model assumptions, HCBS 
waiver spending generated $33.8 million in savings in Colorado in 1994, $27.8 million in 
savings in Oregon in 1993 and $49 million in 1994, and $57.1 million in savings in 
Washington in 1994 (Grabowski, 2006).  
 
2.5 The Role of Assessment 
 
  2.5.1 Background to interRAI 
 
InterRAI is a collaborative network of researchers from over 30 countries committed to 
improving health care for persons who are elderly, frail, or disabled (interRAI, 2009). 
The goal of interRAI is to promote evidence based clinical practice and policy decisions 
through the collection and interpretation of high quality data about the characteristics and 
outcomes of persons served across a variety of health and social services settings 
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(interRAI, 2009). The non profit organization known as interRAI, International Resident 
Assessment Instrument, was formed by researchers across the globe in 1992 to promote 
the use of validated assessment instruments and for international comparisons of data 
(Fries and Fahey, 2003). The origins of interRAI though began in the United States in 
1987 as a clinical assessment tool and a foundation for improving the health care of the 
elderly and frail in nursing homes (Fries and Fahey, 2003). Over fifteen years later, the 
interRAI tool is currently in place in one form or another in 30 countries such as: 
Australia, Canada, Czech Republic, Finland, France, Denmark, Germany, Hong Kong, 
Iceland, Israel, Italy, Japan, the Netherlands, New Zealand, Norway, South Korea, Spain, 
Sweden, Switzerland, Taiwan, the United Kingdom, and of course the United States 
(Fries and Fahey, 2003).  
 
Each country has tailored the multi-faceted system of interRAI to fit within their societal, 
cultural and health care community needs. An important initial aspect in the development 
of interRAI was noted to be the need for uniform and accurate collection of data from 
within and across service sectors, and subsequently across international lines (Fries and 
Fahey, 2003). With this data, researchers could look across many different aspects of care 
in nursing homes, perform cross comparisons within the nursing home communities, and 
affect positive lifestyle changes for our rapidly expanding community of elderly (Fries 
and Fahey, 2003). The interRAI tool, which as noted was initially put into place as a 
clinical assessment tool for use in nursing homes, has now expanded and has fifteen 
instruments. Those instruments are the original Long Term Care Facility version, 
Community Health Assessment, Contact Assessment, Assisted Living version, Home 
Care, Acute Care, Post Acute Care, Mental Health, Community Mental Health, 
Emergency Screener for Psychiatry, Palliative Care, Persons with Disabilities, Wellness, 
Quality of Life, and Intellectual Disability. 
 
Although each instrument in the interRAI family of tools and applications has been 
developed for a particular population, they are designed to work together to form an 
integrated health information system (interRAI, 2009). InterRAI instruments all share a 
common language, that is, they refer to the same clinical concept in the same way across 
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instruments, use common measures that enables clinicians and providers in different care 
settings to improve continuity of care, as well as to integrate care/supports for each 
individual (interRAI, 2009). Common language also allows families, advocates and 
funders to track the progress of program participants across settings and over time. 
Such information can yield important findings regarding what works to improve an 
individual's quality of life (interRAI, 2009). 
 
There are many different applications available from interRAI currently in use for 
varying populations. One tool in extensive use is the interRAI – Home Care minimum 
data set. The Home Care assessment system, or HC, was developed to provide a common 
language for assessing the health status and care needs of those frail elderly and disabled 
individuals who are living in the community with varying levels of formal health care 
and/or formal/informal supportive services (interRAI, 2010). Multiple rounds of testing 
have been accomplished, and the original HC tool was modified and upgraded to a 2.0 
version in 1999. In a study by Francesco Landi et al, the MDS – HC was verified as a 
comprehensive assessment tool (Landi et al, 2000). Landi et al concluded that the MDS-
HC scales, „when performed … using recommended protocols, provided a valid measure 
of function and cognitive status in frail home care patients‟ (Landi et al, 2000). These 
findings point out the overall validity of the functional and clinical data contained in the 
MDS-HC assessment (Landi et al, 2000). Use of the MDS-HC gives the unique 
opportunity of setting up a database, a prerequisite for all epidemiological evidence based 
medicine studies (Landi et al, 2000). The HC system is currently being used in North 
America (Canada, and multiple states in the US), Europe (Italy, Switzerland, Finland, 
etc.), and Asia (Hong Kong, Japan) and Australia (interRAI, 2010).  
 
Strengths of the HC assessment tool include its ability to identify and follow up issues 
which a frail elderly or disabled person may have in relation to their ability to remain 
living in the community, the ability for an assessor to compare data over multiple rounds 
of assessments and to share the data (referrals) if needed with other health care and/or 
social supportive services via a shared common language for assessment, the ability to set 
up a comprehensive and shared database for health care providers, and its ability to 
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monitor a person who may have chronic needs for care. Perhaps most important though, 
the MDS – HC tool is a person centred assessment rather than a fragmented site specific 
assessment (interRAI, 2010). The assessment itself is carried out by an interRAI assessor, 
preferably at the home of the participant.  
 
  2.5.2 Content and Application in New Zealand 
 
In 2006, a successful trial of the interRAI - Home Care tool was completed in five district 
health boards, namely Waikato DHB, Bay of Plenty DHB, Hutt Valley DHB, Capital & 
Coast DHB, and Canterbury DHB, across New Zealand (Weidenbohm et al, 2008). A 
New Zealand review (Martin & Martin, 2003) concluded that the interRAI – HC tool 
appeared to be the „gold standard‟ of assessment tools. It was reported that the interRAI-
HC was an established, comprehensive well validated instrument that covered all 
domains (Martin & Martin, 2003). It was noted that accurate assessment would be 
dependent upon the competency of assessors and recommended that time and attention 
would be required to adequately train assessors, but that after training very good results 
should be obtained (Martin & Martin, 2003). 
 
Prior to the completion of the successful trial of the MDS – HC, the CDHB through the 
Older Persons‟ Health Specialist Service was using a handwritten form for the assessment 
of older people in their homes. This form was called the Support Needs Level and it was 
used throughout the DHB. The Support Needs Level was five pages long consisting of 
sections concerning the following subjects: Living Situation, Supports Networks, Leisure 
Activities, Communication, Household Management, Sensory Function, Mobility, Pain 
Management, Personal Care, Cognitive Functions, Income Support, situation or changes 
since initial assessment, and carer support information (CDHB, 2005). Each section gave 
the assessor a limited amount of space with which to hand write their assessment of the 
client. Obviously there is potential for wide variations in consistency from one 
assessment to another with hand written notation, along with other issues such as the 
duplication and/or omission of information, the possibility of poor writing skills, lost or 
misplaced forms, and the increased amount of time needed to complete the form and to 
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share information between various health or social care providers. Concerning current 
client medications, the Support Needs Level had only two lines available to the assessor, 
and several other sections were inadequate in the depth and scope of questioning. 
 
In April of 2008 the New Zealand Ministry of Health allocated funds for the 
implementation of a four year rollout of the Home Care tool across all DHB in New 
Zealand (Gilhooley, 2008). The interRAI – HC assessment tool is being rolled out and 
utilized by the DHB due to previously acknowledged issues around the assessment of 
older people in New Zealand (Gilhooley, 2008). These issues include the inter-
relationship between health and disability, duplication and omissions in assessments, lack 
of consistency across settings, disciplines and regions, etc (Gilhooley, 2008). It was due 
largely to issues such as these that the New Zealand Guidelines Group (NZGG) 
recommended the interRAI – HC to the MoH in order to assess the needs of the elderly, 
and to be used throughout the DHBs. It was only after this recommendation was made 
that the MoH instigated the pilot project of the interRAI – HC tool in the five 
aforementioned DHBs. Upon the successful completion of the pilot program, the MoH 
then committed to invest in interRAI across the DHB.  
 
Some of the early implementation experiences of assessors during the pilot program in 
the five listed DHBs included: 
 The HC module was viewed by assessors as a thorough and comprehensive 
clinical assessment instrument best suited to people with complex needs not those 
with lower needs  
 Clinical Assessment Protocols (CAP) were viewed as a valuable addition, 
however in some instances assessors found CAPs to be under or over sensitive to 
triggers in some instances. Assessors implied that each CAP must be reviewed to 
ensure that it has been appropriately triggered. 
 The main challenge experienced by assessors during the trial was technical 
difficulties with the software. This often resulted in double entries with the 
assessment data, consequently increasing the time with completing the assessment 
(Weidenbohm et al, 2008). 
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CAPs are triggered areas of need embedded into each MDS assessment which are based 
upon the assessment findings (Weidenbohm et al, 2008). Each CAP has a written 
guideline that provides further information about the triggered problem area 
(Weidenbohm et al, 2008). More specifically, the guidelines describe the background of 
the problem, further assessment that may be needed and possible intervention strategies 
(Weidenbohm et al, 2008). 
 
With regard to the implementation of interRAI – HC in the Canterbury DHB, there were 
some challenges in the initial implementation. Those challenges revolved around the 
roles of assessors, the time needed to complete the assessments, the support which the 
assessors required and the need for further training, the frustration of slow computer 
software, and the fact that some community providers were dissatisfied with the initial 
referral reports (Gilhooley, 2008). These early issue were overcome through engagement 
and consultations with providers, continued staff training, adequate resourcing, and peer 
support (Gilhooley, 2008). 
 
The next stage of interRAI in New Zealand, both locally and at the national level, is the 
roll-out of the MDS - HC assessment throughout the country. At the local level, 
implementation will see an increase in the use of the Contact Assessment (CA).  
The interRAI Contact Assessment (interRAI CA) supports the intake process for agencies 
providing home care and/or palliative care. Its design was guided by three goals:  
 To support decision-making about the urgency for immediate service provision 
 To record essential clinical information on persons who would not be receiving 
comprehensive assessment at a later stage 
 To provide the minimum clinical information to enable short-term services to be 
put in place before completion of a full interRAI assessment (interRAI CA, 2010).  
The CA is not a substitute for a comprehensive interRAI assessment as it records only 
essential information needed at the time of intake to support decisions regarding the need 
for further in-depth assessment, the urgency for home care service provision, and the 
need for specialised services (interRAI CA, 2010). The CA is not intended to be a care 
planning instrument like the interRAI - HC, but it does provide some important clinical 
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information needed at the onset of home care service provision (interRAI CA, 2010). At 
the local and national levels, full implementation of the HC assessment will also see to 
an improved quality monitoring program due to the nature of interRAI‟s integrated 
health information system (Gilhooley, 2008). 
 
Important benefits of the implementation of interRAI throughout New Zealand are: the 
investment in the workforce (interRAI training provides opportunities for professional 
growth for those involved in its implementation and assessment), robust decision support 
mechanisms and pathways, and the potential for research activities (Gilhooley, 2008).  
 
There are comparisons between the implementation experience of the Arizona Long 
Term Care System and that of the MDS – HC in New Zealand. Through the ALTCS, 
eligible applicants are assessed via a pre-admission process which begins with a 
functional assessment of an individuals‟ activity of daily living abilities, psychosocial 
functioning, continence, sensory impairment, and a medical section which includes 
medication and monitoring needs, catheter and ostomy care, rehabilitation nursing needs, 
and overall care for medical problems (Weissert et al, 1997). The elderly living at home 
in New Zealand are now assessed via the interRAI – Home Care MDS-HC through the 
DHB. The MDS-HC has over a dozen different sections ranging from Cognitive Patterns 
and Informal Support Services, to Physical Functioning, Continence in Last 7 Days, and 
Disease Diagnosis. Through the ALTCS, assessors themselves are selected based upon 
appropriate background and experience, and receive extensive initial training and 
retraining through in-servicing. This process is very similar to the one in place to employ 
and train interRAI – Home Care assessors through the DHBs, where 71% of initial 
assessors employed were Registered Nurses (Weidenbohm et al, 2008), and of whom 
receive extensive initial and follow up training.  Home care services provided through the 
ALTCS include case management services, hospice care, home delivery of meals, various 
home health agency services, homemaker services, personal care services, respite care 
services, attendant care, environmental modifications and other needed care in a home for 
adults (Weissert et al, 1997). The DHBs in New Zealand, upon analyzing results from the 
MDS-HC assessment, refer recognized needs of those assessed elderly living in their own 
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homes to similar social and health care agencies to aid in supporting those same elderly 
to remain living in their own home(s). Research has shown that the ability to remain 
living in one‟s own home, as opposed to the alternative of being forced to move into a 
retirement home, can affect a person‟s own self-assessed and perceived quality of life. 
 
  2.5.3 Limitations of interRAI 
 
Although the interRAI – Home Care module has been rated as most thorough and 
comprehensive by its assessors, it does have its limitations. In 2008, Dr. John Morris, an 
interRAI fellow and researcher from Hebrew Senior Life and Harvard University, spoke 
at an interRAI conference in Barcelona, Spain, about the initial moves to create a Quality 
of Life survey through the interRAI system (interRAI.org, 2008). This was in response 
to the major limitation of the dearth of self assessment tools within interRAI. A 
subjective approach to quality of life signals that people themselves are the best 
appraisers of the „value or worth‟ of their own lives (Hambleton, Keeling & McKenzie, 
2009). The MDS - HC assessment does have sections in which the assessor covers topics 
ranging from communication and hearing patterns, mood and behaviour patterns, and 
social functioning, all factors reflected in person‟s own quality of life, but there is no 
section which specifically deals with the topic of quality of life itself, and certainly no 
self assessed section for QoL. In the paper „Evaluation, not description, of quality of life 
by global self-assessment‟, Bernheim et al describe the importance of self assessment in 
quality of life, and laments the option of an observer weighed QoL questionnaire in 
which there is no self input by the person him or herself. According to Bernheim, since 
the items and dimensions on many quality of life questionnaires are observer selected 
and un-weighted, overall scores do not reflect the actual quality of life of individuals 
(Bernheim et al, 1995).  
 
  2.5.4 An Alternative Approach 
 
More and more, research is finding that what is needed to complete a holistic and well 
rounded approach to elder care is a self assessed quality of life survey to go along with 
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the interRAI – Home Care assessment. More and more health care professionals are 
espousing the importance of self assessment when it comes to quality of life. Indeed, 
central to the process of holistic care is the importance of the individual‟s perspective, 
views, and self assessment (Strahan et al, 2005), especially when it comes to quality of 
life. The idea of self assessment practices was central to the HATCH promotion in 
Rhode Island. HATCH (Holistic Approach to Transformational Change), instituted the 
individualised care organisational self assessment survey for those elderly who live in 
nursing homes. The survey itself is a three page self assessed questionnaire which 
residents fill out regarding issues such as choice, daily schedules, routines, etc. versus 
the amount of discussion and power which the residents have in relation to decision 
making (Individualized Care, 2007). The main reason behind the development of this 
new self assessment tool was to ensure a more resident centred orientation of care in 
Rhode Island nursing homes (Rhode Island Dept. of Health, 2010). 
 
Part of the power of self assessment is the idea of person centred care. The Department 
of Health in North West London has this to say about person centred care: 
Person Centred Care means listening to people to find out what is most important 
to them. Assumptions are not made. Care is holistic and centres on the whole 
person: who they are, their life before, and how they currently feel (Dept. of 
Health, 2010).  
Concerning the importance of self assessment, a project from North West London states 
that a holistic assessment should take place in partnership with the individual and their 
carer(s) and should be proportionate; covering all the needs of the individual, not just the 
physical or medical, but also their spiritual, emotional, and social needs. Self assessment 
should be encouraged (NW London Stat Health Authority, 2010). More and more there 
are health organisations, researchers and people themselves who recognise the important 
place that self assessment holds in the quality of life of the elderly. It is through the work 
of Dr. John Morris that interRAI has recognised and taken the first steps forward in 
regards to adding the self assessed quality of life survey to the interRAI family of tools. 
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A recent study into the wellbeing of the elderly surveyed 1680 people aged 65 to 84 
(Koopman-Boyden & Waldegrave, 2009). It found that, although 88 per cent were 
“satisfied” or “very satisfied” with their lives, their wellbeing was largely dependent on 
factors such as home ownership (Koopman-Boyden & Waldegrave 2009). The study‟s 
definition of wellbeing involves people both experiencing a sense of satisfaction with life, 
and acquiring appropriate capabilities to achieve a good quality of life (Koopman-
Boyden & Waldegrave, 2009).  The report collected subjective and objective data across 
the following domains: leisure and recreation, health, education, living arrangements, 
work and retirement, safety, economic and standard of living, social connectedness, 
rights and entitlements and finally, culture and religion (Koopman-Boyden & 
Waldegrave, 2009). The new interRAI QoL survey covers similar issues within its 
domains. A main focus of Koopman-Boyden and Waldegrave‟s study was the wellbeing 
of the 65 to 84 age population in New Zealand (2009). The report studied the level and 
the determinants of that wellbeing, as well as possible ways of improving the wellbeing 
of older people, through providing robust evidence from a substantial national random 
sample of older New Zealanders (Koopman-Boyden & Waldegrave, 2009). The report 
concluded, amongst other findings, that policy at the government and community level 
should ensure that older people, regardless of gender, have well resourced home based 
services (Koopman-Boyden & Waldegrave, 2009). 
 
Currently in New Zealand there is no uniform method of measuring the wellbeing, or 
quality of life, of the elderly. The results published by Koopman-Boyden and Waldegrave 
(2009) indicate, among other things, that both home ownership, and the presence of well 
resourced home based services, ie HCBS, are key pieces to wellbeing, or quality of life. 
HCBS services in New Zealand are presently provided through early referrals from the 
interRAI – HC assessment, and through physician referral. Prior to interRAI, home care 
needs were provided through an assessment of needs by an assessor from a District 
Health Board. The assessment, called a Support Needs Assessment, was carried out 
through a pen and paper approach, and there was limited coordination or standards 
throughout assessment teams across DHBs. The lack of a legitimately integrated health 
information system to store, codify and share the collected information presented a 
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vacuum which the interRAI – HC tool has filled. The interRAI – HC MDS is in place to 
assess the health needs of the elderly through referrals for needed care or services, and 
ensures that needed HCBS services are provided. The HC assessment was originally 
intended to focus on the person‟s functioning and quality of life by assessing needs, 
strengths, and preferences (interRAI.org, 2010). What is needed now in New Zealand is a 
Quality of Life self assessment tool for our elderly living at home. This tool should be 
used uniformly throughout the DHB and, optimally, in conjunction with the MDS – HC 
tool. 
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3.0 MEASURING AND APPLYING QUALITY OF LIFE INDICATORS  
           3.1 Quality of Life Indicators 
 
Hambleton, Keeling & McKenzie described the litany of QoL literature as a jungle: vast, 
dense and difficult to penetrate, especially for those entering into the field without a 
specialist QoL background (2009). Felce and Perry describe broad social indicators of 
QoL as having been used to chart the wellbeing of populations at the aggregate level, and 
social and psychological indicators as having been developed to reflect individual welfare 
(1995). As operational definitions of QoL are diverse, with variability fuelled not only by 
use of societal and/or individualistic perspectives, but also by the range of applicable 
theoretical models or academic orientations (Felce & Perry, 1995), such is the difficulty 
with measuring and applying QoL indicators. In recent decades, scientists have offered 
several alternative approaches to defining and measuring quality of life with social 
indicators such as health and levels of crime, subjective well being measures (assessing 
people‟s evaluative reactions to their lives and societies), and economic indices (Diener 
& Suh, 1997). In New Zealand, the Quality of Life report, published by the Quality of 
Life Project, provides a comprehensive assessment of quality of life in 12 New Zealand 
cities (Quality of Life Project, 2010). The purpose of the QoL report is to provide 
information that contributes to the understanding of social, economic and environmental 
conditions which can be used to describe and quantify the quality of life of those living in 
New Zealand‟s major urban areas (Quality of Life Project, 2010). The report includes 68 
key quality of life indicators (encompassing 186 individual measures) across 11 domain 
areas (Quality of Life Project, 2010). The data for these indicators and measures has been 
drawn from two main sources:  
 Quality of Life surveys: these biennial surveys are conducted in partnership 
with the Ministry of Social Development and measure resident perceptions of 
health and wellbeing, their community, crime and safety, education and work, 
the environment, culture and identity  
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 Secondary data sources (e.g. from government agencies and non-
governmental organisations) (Quality of Life Project, 2010). 
The eleven domain areas for the indicators of QoL include:  
 People  
 Knowledge and Skills  
 Economic Standard of Living  
 Economic Development  
 Housing  
 Health  
 Natural Environment  
 Built Environment  
 Safety  
 Social Connectedness  
 Civil and Political Rights (Quality of Life Project, 2010) 
Each domain area contains between four to eleven individual measures of QoL indicators. 
The report contains an extensive overview of QoL indicators which affect New 
Zealanders every day.  
  
Important in the definition of an indicator of Qol is the need to clarify between four 
differing options: Objective indicators, subjective indicators, causal indicators and effect 
indicators. Objective indicators of QoL are treated as empirical, observable entities that 
can be readily counted, measured or compared: rates of employment, income, marital 
status, home ownership, hospitalisation and mortality rates, representing what is 
described as the „material level of living‟ (Hambleton, Keeling & McKenzie, 2009). On 
the other hand, Subjective indicators of QoL signal that people themselves are the best 
appraisers of the value or worth of their own lives (Hambleton, Keeling & McKenzie, 
2009). Common indicators sought in this approach include psychological responses, 
personal feelings, attitudes, preferences, judgments, life or job satisfaction, happiness or 
the perceived benefits of a particular program (Hambleton, Keeling & McKenzie, 2009). 
Some indicators are of a causal and/or effect nature. Fayers, Hand, Bjordal and 
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Groenvold well described these two important QoL indicators in their report „Causal 
Indicators in Quality of Life Research‟: 
If a patient suffers from symptoms or side-effects, we may infer that their QoL 
must, as a consequence, be poor. Thus, if a patient reports high levels of even a 
single severe symptom we would expect their QoL to be poor. However, the 
converse need not apply. Their poor QoL could be a consequence of other factors. 
Therefore it appears reasonable to assume that symptoms „cause‟ deterioration in 
the QoL and that they are causal items. If a patient has a poor QoL as a result of 
disease or illness, they are likely to be depressed or anxious. These items can 
serve as indications that a patient has a poor QoL. Such items are called effect 
indicators. (Fayers, Hand, Bjordal & Groenvold, 1997) 
These two types of items, effect indicators and causal indicators, have fundamentally 
different relationships within QoL, however, the need to distinguish them explicitly has 
been poorly recognized in the past (Fayers et al, 1997). Quality of Life indicators indeed 
make up an important aspect in the determination of QoL itself.  
 
3.2 Quality of Life Assessments 
 
Mary James of the Institute of Gerontology at the University of Michigan has long been a 
proponent of data driven long term care policy (Institute of Gerontology, 2010). Her 
work on the Participant Outcomes and Status Measures for Home and Community Based 
Services (POSM HCBS) has enabled a more efficient Quality of Life Assessment due to 
its important quality of the self assessment of participants in Michigan. Few QoL 
assessment tools in use today hold the all important quality of self assessment. Self 
Assessment tools for the determination of QoL are important due to inherent differences 
between people themselves. The Participant Outcomes and Status Measures for Nursing 
Facility, also known as POSM NF (James, 2010), is used as an assessment tool to assess 
QoL amongst nursing facility residents in Michigan. POSM NF built upon the initial 
success of the POSM HCBS, which was designed to assess the QoL of participants who 
were still living in the community. POSM NF was deemed to be an attractive option due 
to many different considerations. First, POSM HCBS had been designed with extensive 
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stakeholder input, had undergone multiple rounds of testing, and was in routine use 
throughout the state of Michigan (James, 2010). Second, like its community counterpart, 
the resultant POSM NF is a brief instrument that focuses only on domains not already 
measured by the interRAI – Long Term Care Facility, which is federally mandated in the 
United States and in use in all nursing facilities (James, 2010). Third, computerisation of 
the tool allowed that the data could be easily categorised, analysed, and, if needed, shared 
with other health professionals (James, 2010). Finally, use of the POSM NF enabled the 
data to be compared and used as part of the international effort by interRAI to create a 
standardized subjective QoL instrument that could support cross-national comparisons 
(James, 2010).  
 
The self assessed POSM Quality of Life Assessment has ten different domains ranging 
from „Availability of Paid Care/Supports‟, „Relationship with Support Workers‟, and 
„Community Integration‟, to „Personal Relationships‟, „Autonomy‟, and 
„Dignity/Respect‟, amongst others (POSM, 2006). Each domain has up to ten questions 
of which there are up to eight responses to choose from. The responses range from „Not 
applicable‟ and „Refused to Answer‟, to „Strongly Disagree‟, „Not Sure‟, and „Strongly 
Agree‟ (POSM, 2006). The domains and questions in POSM are very similar to those in 
the interRAI QoL survey and thus the POSM NF data can be used in interRAI analysis 
(James, 2010). 
 
Another quality of life tool in use today is the Health Related Quality of Life Index. 
Health related QoL measures are used to assess care and treatment in terms of a „life 
worth living‟ (Hambleton, Keeling & McKenzie, 2009). This assessment takes place 
predominantly within a positivist paradigm where the valuation of care, treatment and life 
circumstances is undertaken with the idea that it is possible to quantify the quality of a 
human life (Hambleton, Keeling & McKenzie, 2009). One prominent Health Related 
QoL tool in wide use today is the Multi-Attribute Health Status Classification System: 
Health Utility Index – 3 (HUI3). Health Utilities Inc, the parent organisation behind 
HUI3, specialises in preference-based (utility) measures of health-related quality of life 
for use in describing treatment processes and outcomes in clinical studies, economic 
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evaluations of health care programs, and the measurement and monitoring of population 
health (Health Utilities, 2010). HUI is a family of generic health profiles and preference-
based systems for the purposes of measuring health status, reporting health related quality 
of life, and producing utility scores to describe health status (Horsman, Furlong, Feeny, 
& Torrance, 2003).The HUI3 survey can be self or interviewer administered (Health 
Utilities, 2010). The HUI3 measurement system is a generic, preference scored system 
for measuring health status and health related quality of life, and produces scores for 
comparison (Health Utilities, 2010).  
 
HUI3 is a prominent measure of health-related quality of life widely used in population 
health surveys, clinical studies and cost-utility analyses (Asakawa & Feeny, 2006). HUI3 
has 8 domains (vision, hearing, speech, ambulation, dexterity, emotion, cognition and 
pain), with 5 or 6 responses for each attribute, and has been used to assess health status in 
a number of chronic conditions (Asakawa & Feeny, 2006). HUI3 has been shown though 
to be an effective overall tool. It has been able to discriminate various aspects of burden 
associated with common ailments of the elderly, is able to describe differences in overall 
Health Related QoL levels, and is useful in assessing the Health Related Quality of Life 
for those elderly living in the community and in institutions (Asakawa & Feeny, 2006).  
 
Few qualitative studies though have studied quality of life issues for the elderly who live 
in their own homes in New Zealand; however, QoL has been most extensively measured 
in quantitative terms (Hambleton, Keeling & McKenzie, 2009). Historically, the 
perspectives of older people are rarely explored in measures to evaluate what QoL might 
mean to elders (Hambleton, Keeling & McKenzie, 2009). 
 
3.3 InterRAI Quality of Life Self Assessment 
 
The interRAI QoL self assessment survey is a tool used to measure the subjective well-
being of an elderly person who is living in their own home. Subjective well-being 
research is concerned with individuals‟ subjective experience of their lives (Diener & Suh, 
1997). The underlying assumption is that well being can be defined by people‟s 
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conscious experiences in terms of hedonic feelings or cognitive satisfactions (Diener & 
Suh, 1997). The field is built upon the presumption that to understand individual 
experiential quality of life, it is appropriate to directly examine how a person feels about 
life in the context of his or her own standards (Diener & Suh, 1997). 
 
Recent research by Dr. John Morris of Harvard University and Hebrew Senior Life has 
shown promise that a Quality of Life self assessment would enable for a more 
comprehensive and holistic assessment of the needs and requirements of elders living in 
their own home (interRAI, 2008). Concerning the launch of pilot studies of the proposed 
new QoL assessment, interRAI.org released the following statement: 
interRAI researchers have recently made important first steps toward developing 
a new dimension to its assessment systems, focused on the persons' own 
perspective of their life and care experiences. Existing interRAI assessment 
instruments are based on the assessors' evaluation of the person's problems, 
performance and perceptions.  The proposed new assessment instrument will 
focus on the persons' own perception of their quality of life, in the context of the 
care setting in which they live. 
 The assessment will initially be best suited to persons receiving home care or 
living in long term care settings.  The assessment will complement and directly 
link to the conventional interRAI assessment systems such as the interRAI Home 
Care and interRAI Long Term Care Facility (interRAI.org, 2008). 
Currently, interRAI assessors around the world gather information about clients from 
minimum data set assessments which enable health care professionals to formulate an 
evaluation of the client‟s needs through observation, performance and assessment 
(interRAI, 2009). Although this has been shown to be a successful method of gathering 
and disseminating needed information, it only provides for the perspective of the 
interRAI assessor. Through the use of the QoL Assessment, we can ensure that the voice 
of the assessed person is heard through self assessment. The assessment is not a generic 
QoL tool as such; rather it explores the quality of life of clients who are receiving formal 
services (interRAI QoL Research, 2010). 
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The idea of self assessment has roots in health care research. Studies have shown that 
there is a correlation between self ratings of health and predictors of mortality. In 1982, 
Mossey and Shapiro showed that elderly Canadians‟ self ratings of health were better 
predictors of seven year survival than their medical records (Idler & Benyamini, 1997). 
The concept of health related QoL (HRQL) was outlined in 1999 (Wood-Dauphinee, 
1999). HRQL is a controversial topic that has been widely discussed and the focus of 
much development in recent years (Wood-Dauphinee, 1999). Social scientists, 
economists, clinical researchers, the pharmaceutical industry and, to a lesser extent, 
clinicians have engaged in lively debate about its meaning, its measurement, and its 
usefulness as an outcome of health care (Wood-Dauphinee, 1999). Today most would 
agree that HRQL instruments can supplement information from traditional measures of 
clinical endpoints and provide a clearer picture of the outcomes of care by taking 
patients‟ points of view into account (Wood-Dauphinee, 1999). The idea of who should 
measure QoL, medical doctors or the patients, was examined in a study published by the 
British Journal of Cancer in 1988. Slevin et al theorized about the extent to which a 
doctor or health professional could make a valid assessment of a patient's quality of life, 
anxiety and depression (1988). This was investigated in a series of cancer patients.  
Doctors and patients filled out the same forms at the same time. Correlations 
between the two sets of scores were poor, suggesting that the doctors could not 
accurately determine what the patients felt. A further study examining the 
reproducibility of these scales demonstrated considerable variability in results 
between different doctors. It was concluded that if a reliable and consistent 
method of measuring quality of life in cancer patients is required, it must come 
from the patients themselves and not from their doctors and nurses (Slevin et al, 
1988). 
Quality of life measures are increasingly used to supplement objective clinical or 
biological measures of disease to assess
 
the quality of service, the need for health care, 
the effectiveness
 
of interventions, and in cost utility analyses (Carr & Higginson, 2001). 
Their use reflects
 
a growing appreciation of the importance of how the elderly feel
 
and 
how satisfied they are about the many and varying aspects of QoL (Carr & Higginson, 
2001). In this respect, quality of life measures
 
capture patients' perspectives of their 
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disease and treatment,
 
their perceived need for health care, and their preferences for
 
treatment and outcomes (Carr & Higginson, 2001). QoL measures are often hailed as 
being patient centred, but the challenge in measuring quality of life lies in its uniqueness
 
to individuals (Carr & Higginson, 2001). Indeed, in order to achieve and maintain a truly 
person centred QoL assessment, it is important that it be self assessed. 
 
The interRAI QoL survey used in this study is intended for those elderly living in their 
own homes. It is used in conjunction with the interRAI – HC module in order to reveal a 
holistic account of the needs of the elderly. The subjective nature of quality of life differs 
from person to person and requires that the interRAI QoL survey be completed either via 
the client directly or through an interview.  
 
The QoL self assessment survey contains nine different sections: 
 Privacy 
 Food/Meals 
 Safety/Security 
 Comfort and Environment 
 Autonomy 
 Respect  
 Worker Responsiveness 
 Activities and Community Integration 
 Personal Relationships 
Each section contains between four to seven questions and can either be filled out directly 
by the person, or via the assessor reading out the questions and answers to the person.  
 
Certainly the use of the interRAI quality of life survey is not simply about gathering data 
and status reports, but is intended for use as a starting point for intervention to improve 
the quality of life of the participants. The data gathered from the QoL surveys can be 
used to both highlight the positive and negative affects of the lives of the elderly living in 
their own homes. Follow-up with the negative aspects of the QoL surveys, at both the 
individual and group summary levels, will allow for immediate insight and intervention 
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necessary by health care professionals and other relevant social organisations. Further 
study into the positive aspects of the QoL survey at an aggregate level could allow for a 
baseline to be developed to guide and comprehend future QoL data. Both quantitative and 
qualitative data can be provided from describing the status of client need from both the 
MDS and from the QoL responses. It is possible that results could then be analyzed by 
comparing two sets of data from the MDS and the QoL, such as the relationship of 
medical fragility to the QoL score(s).  
 
Many questions remain regarding the implications of the use of the QoL survey on the 
subset of the elderly living in their own homes with formal support. Studies by Hughes et 
al (1991), Weissert et al (1997), and Grabowski (2006) all have shown that an investment 
in home based care can be a wise financial move for a health care sector that needs to 
carefully watch its budget. With the interRAI – HC module now in place in the DHB, 
home based needs such as physiotherapy; meals on wheels, home help, etc. are identified 
and coordinated. By implementing the QoL Survey as a follow-up to the MDS – HC, 
QoL issues can be similarly identified and coordinated. This would presumably result in 
more elderly living by choice in their own home, with needed supports, and with 
attention to their quality of life issues and needs.  
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4.0 Research Methods 
 
 4.1 Research Purpose 
 
The purpose of this research is to validate the interRAI Quality of Life Survey as a tool 
for use in New Zealand amongst those elderly living in their own home who have been 
previously assessed by the MDS – HC tool and are receiving some sort of publicly 
funded health care, social or community support.  
 
The Quality of Life survey reported in this thesis is undertaken for several reasons. First, 
there is a dearth of self reported Quality of Life tools available for use in the elderly 
population in New Zealand, particularly for those elderly who are living in their own 
homes with public support. A second and very important reason is to give the elderly a 
greater voice in reporting their own quality of life and in considering options available to 
them. Thirdly, by linking QoL to the interRAI project, this will aid interRAI to develop 
an extended and integrated system of assessment. It is hoped that this will assist elderly 
people more effectively deal with their QoL through greater organisation, efficiency, and 
communication amongst the DHB and other service providers.  
Furthermore, the research intends to present an overview of the pressures which the 
ageing New Zealand population places upon public policy. The quality of life of older 
people will be compared via the interRAI QoL survey, and consideration will be given to 
how best to apply quality of life measures alongside the interRAI – HC tool here in New 
Zealand.  
 
 4.2 Research Protocol 
 
The research itself focused on the QoL of thirty participants. Each participant was first 
assessed through an interRAI – HC assessment in their own home by an assessor from 
the CDHB. Upon completion of the assessment, they were given the option of being 
contacted by the researcher about participation in the interRAI QoL Survey. Contact by 
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the researcher by telephone ensued, which was then followed up by a face to face 
information session at the home of the participant. At this time, thirty out of thirty one 
potential participants decided to sign the informed consent form for participation. As the 
QoL Survey itself is self reported, each participant was free to read through the survey 
and answer for themselves questions regarding their thoughts about their own quality of 
life.  
 
Approval for this study was granted by the Southern Region Health Ethics Committee 
(HEC 2009/46) in accordance with the Ministry of Health and the Health Research 
Council of New Zealand procedures. The application included approval from the Health 
Sciences Centre University of Canterbury, and the Canterbury District Health Board. In 
addition, approval was received from Age Concern Canterbury to refer any QoL issues 
which arose during discussion(s) with survey participants.  
 
Each participant signed two consent forms. The first (Appendix A) gave permission for 
the interRAI assessor to pass along the participant‟s telephone number to the QoL 
researcher. The second (Appendix B), agreeing to be a part of the study, was signed after 
the participant had read through an information sheet (Appendix C) which explained the 
QoL survey study.  
 
The study involved the co-operation of the Canterbury District Health Board and Age 
Concern Canterbury. Permission for use of resources and/or for referral was obtained and 
coordinated with the CDHB interRAI Manager, Older Person‟s Health Service, and Age 
Concern Community Health Officer. 
 
  4.2.1 Ethical Issues 
 
When looking further into the ethical considerations of the QoL Survey, it is important to 
note the fact that the participants are in a particularly vulnerable group. It is therefore 
important to fully establish the thoughts behind the ethics of the study. Codified 
principles, such as those promulgated by the U.S. Department of Health and Human 
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Services (Title 45, Part 46 of the Code of Federal Regulations), as well as those 
developed for specific fields of study such as the APA‟s Ethical Principles of 
Psychologist and Code of Conduct (2002) are intended to ensure that researchers consider 
all potential risks and ethical conflicts when designing and conducting research (Marczyk, 
DeMatteo & Festinger, 2005). Moreover, these principals are intended to protect research 
participants from harm (Sieber & Stanley, 1988).  
 
Other ethical considerations involved in the QoL Study were Privacy and Confidentiality, 
Benefits and Risks involved, and withdrawals from the study.  
 
(1)  Privacy and Confidentiality - Only the researcher and project supervisors had access 
to the data gathered from the QoL Survey and/or MDS – HC assessment. Once each QoL 
survey was completed, data entered into the Excel spreadsheet using only a coded 
number to indicate the participant‟s personal data. At no time was any personally 
identifiable data reproduced and none will be published in the future. The collected 
surveys were stored within the researcher‟s locked office. Data were stored on the 
researcher‟s password-protected personal computer. After completion of the study, data 
will be stored securely for 10 years at the Health Sciences Centre, University of 
Canterbury.  As this is a quality of life study, particular participant issues sometimes 
arose during the interview with implications for a participant‟s current quality of life.  In 
each case, the participant was spoken to about Age Concern Canterbury, given an 
information pamphlet, and urged to call them for help in addressing their QoL issue. 
 
(2)  Benefits and Risks – Both the possible benefits and the risks involved in participating 
in the study were discussed with all prospective participants. Each participant had an 
opportunity to benefit from feedback regarding the collected data from the survey. 
Feedback was made available to participants as requested. In addition, a brief summary 
of the study results will be posted to each person when the project is completed if 
requested and the option ticked on the informed consent form. An additional, albeit broad, 
benefit was that recommendations were to be made in the completed thesis which would 
assist future participants with their own quality of life. It was expected that there would 
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be no risks associated with participation, however, if the completion of the survey raised 
issues or anxieties which a participant would like to discuss, referral contact numbers 
were made available for the interviewers‟ supervisors and/or for Age Concern Canterbury. 
Through the informed consent, participant approval was given for data from this study to 
be used in future related studies, once approval has been received from a Health & 
Disability Ethics Committee. Participants were informed that said future related studies 
had not yet been given any approval from the Health and Disability Ethics Committee.  
 
(3) Withdrawals from study or decision not to participate – Participants were informed 
that at any time they could decide not to participate, or to withdraw from the study. They 
were made aware that there would be no adverse effects from such a decision, and also 
that there would be no changes to any current services they were receiving due to any 
withdraw or refusal to participate. Also, any withdraw from the study would result in any 
gathered information from the study also being withdrawn. 
 
 4.3 Study Design: Self Assessed Survey Study 
 
A self assessed QoL survey (Appendix D) was administered to study participants. The 
survey was completed either by the participant themselves, or via the researcher reading 
the questions and possible answers aloud and marking answers chosen by the participant. 
The survey itself is a trial version of the interRAI QoL survey assessment in use 
internationally, but adapted for local conditions here in the metropolitan Christchurch 
area (by the researcher only), and measures QoL across nine different categories. These 
adaptations were minor, and included changing the date to a DD/MM/YYYY format, and 
changing the spelling of program to programme. Also, the sentence “On behalf of 
interRAI, I wish to thank you for your participation.” was added to the last page, along 
with a section entitled “For interRAI interviewer”, which had a large blank section for 
personal notes and observations for the interviewer. Adaptations made to the survey did 
not include any change in survey statements or sections. Quantitative and qualitative 
analysis was performed on collected data. Figure 4.1 outlines the research process 
diagrammatically. 
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Figure 4.1 Study design flow-chart – interRAI QoL Survey 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                        
 
 
 
 
 
 
Recruit Subjects (n=30) 
 
Seen prior by an interRAI – HC Assessor and are 
receiving formal home support services 
Self Administered Quality of Life Survey 
 
 Privacy – 4 questions 
 Food/Meals – 4 questions 
 Safety/Security – 5 questions 
 Comfort and Environment – 5 questions 
 Autonomy – 7 questions 
 Respect – 5 questions 
 Worker Responsiveness – 6 questions 
 Activities and Community Integration – 5 questions 
 Personal Relationships – 5 questions 
 
Collect and Collate 
Data 
Information Session 
 
Researcher goes over information regarding survey itself, 
aims, benefits, roles, and any other queries. 
 Informational pamphlet from Age 
Concern Canterbury 
 Referral to Age Concern Canterbury 
(If indicated) 
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Analyse Data 
 
Frequency Analysis  
 Frequency of mean scores on each item and for groups were analyzed. 
 
Measures of Association 
 The relationships between scores on both individual items or groups and variables 
related to gender, living circumstances,  and service use were established, where 
appropriate. 
 Analysis of data between the QoL Survey and the previous MDS – HC was assessed. 
 
 
 
Results 
Discussion – Implications – 
Limitations 
Recommendations 
Feedback to Survey 
Participants 
Submit Thesis as fulfilment of 
 
Master of Health Sciences (MHealSc) 
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 4.4 Subjects 
 
4.4.1 General Recruitment Process 
 
Recruitment for the QoL Survey came directly through the Canterbury DHB, specifically 
from the Older Person‟s Health Service interRAI team at Princess Margaret Hospital. The 
interRAI Manager from the Older Person‟s Health Service was briefed concerning the 
QoL Survey, its origins in interRAI, and its expectations. It was agreed that recruitment 
of potential participants for the QoL survey would come from the pool of those who had 
been seen by a CDHB interRAI – Home Care assessor within the previous six weeks. 
Also, from that group, it was necessary that the Cognitive Performance Scale score from 
Section B. of the MDS – HC was less than or equal to a score of 2. A score of 0 equals a 
fully intact cognition; a score of 2 equals mild impairment of cognition, while a score of 
6 equals a very severe level of impairment (Morris et al, 1994). The CPS provides a 
functional view of cognitive performance, using readily available MDS data (Morris et al, 
1994). It is a useful tool for clinicians and investigators using the MDS to determine a 
person‟s cognitive abilities (Morris et al, 1994), and their capacity to respond to the QoL 
survey. 
 
Patients are referred to the Older Person‟s Health Service via their own general 
practitioners or other community based health professionals after being assessed as 
possibly in need of assistance to remain living in their own home. The Older Person‟s 
Health Service provides MDS – HC assessment via its staff of interRAI assessors. The 
MDS – HC full assessment assesses the needs, strengths and preferences of the 
participant, facilitates referrals when needed, and provides the basis for an outcome based 
assessment of the person‟s response to care or services (interrai.org, 2010). The MDS – 
HC full assessment has twenty one different sections which examine a range of subjects 
such as Cognitive Patterns (Section B), Vision Patterns (Section D), Informal Support 
Services (Section G), Disease Diagnosis (Section J) and more (MDS-HC Form, 2001). 
 
67 
 
4.4.2 Summary of Inclusion Criteria 
   
On the basis of the discussion above, the criteria for inclusion in the study population can 
be summarised as follows: 
 
1. People had to be living in their own homes. 
2. Publicly funded health care, social or community support such as meals on 
wheels, personal care, etc, was being provided to the person at their home.  
3. The recruitment of the participants came solely through the CDHB as the 
only organization in Canterbury performing the full MDS – HC 
assessment.  
4. From the elderly who had taken part in the MDS – HC assessment, only 
those who had been seen within the six weeks prior to the QoL assessment 
were included. This was due to several factors, amongst them consent 
issues, time constraints, and the desire to perform the QoL survey as soon 
as possible following a MDS – HC.  
5. The criterion for the score of two or less on the cognitive score of the 
MDS – HC was decided upon due to concerns that a higher score would 
impair an individual‟s ability to answer a self administered survey. It has 
been noted, though, that the presence of cognitive impairment or limited 
understanding does not automatically disqualify a person from consenting 
to research studies (Marczyk et al, 2005). 
 
4.4.3 Recruitment Pool 
 
During the recruitment phase (June to December 2009) a written introduction to the study 
(Appendix A) was presented to potential participants by the CDHB interRAI assessor 
following the MDS – HC assessment. At that time, people had the option of ticking a box 
which gave the researcher permission to contact them via telephone, or they could tick a 
second box indicating that they were not interested in participation in the QoL survey and 
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did not wish to be contacted. Thirty nine people agreed to this contact. Seven others did 
not want the researcher to make contact with them regarding the QoL survey. In total, 
forty six people responded to the initial query by the CDHB assessors regarding contact 
by the QoL researcher. It is unknown from the recruitment phase how many participants 
of the MDS – HC assessment might have allowed further contact by the QoL researcher 
as it appears that a majority of the MDS – HC assessors did not present this as an option. 
According to the CDHB, there were approximately 824 interRAI – HC assessments 
during the researchers recruiting period of June to December 2009. Following telephone 
contact from the researcher to the potential participant, a date and time were set at the 
person‟s own home for contact. Of the thirty nine people who had agreed to telephone 
contact, eight choose not to participate further. One person was awaiting an impending 
move into a rest home, two were unable to be reached by telephone, four changed their 
minds on the telephone, and one felt that life was too busy at the moment for time to be 
set aside for the survey.  
 
Thirty one people were visited by the researcher at an agreed upon time and place. The 
Information Sheet for participants (Appendix C) was either read by the potential 
participant, or read to him/her by the researcher. Any questions regarding the QoL 
Survey were answered at this time. The information sheet contained details about why the 
study was being done, its aims, the roles of the participants, benefits and risks, etc.  The 
information sheet also contained telephone numbers for an independent health and 
disability advocate if there were any concerns about the rights of participants. At this 
information session one person refused to participate due to anxiety over signing the 
informed consent form (Appendix B). In all, thirty people agreed to participate. This 
represented a response rate of 65% from the original number of 46. The consent form 
(Appendix B) was then given to each participant to read, initial and sign. The process of 
receiving informed consent followed principles set forth by the Belmont Report which 
identified informed consent as a process that is essential to the principle of respect 
(Marczyk, DeMatteo, & Festinger, 2005). 
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The interRAI Self-Reported Home Care/Community Living Quality of Life Survey 
(Appendix D) was then administered to those participants (n=30) who had agreed to 
participate.  
  
4.5 Administering the Survey 
 
Once informed consent was given for participation in the study, each person was 
administered the interRAI Self-Reported Home Care/Community Living Quality of Life 
Survey via a face to face interview/meeting. The method of meeting face to face was 
chosen for reasons such as: respect for the participant, effective communication due to 
better ability to speak with those elderly who may have hearing difficulties, overall 
ability to create a better rapport with the participant, perceived notion that people who are 
in their seventies and older would prefer a face to face meeting rather than an extended 
telephone conversation or use of the post for mailing the survey back and forth. The face 
to face meeting also ensures that it is the participant him/herself who is answering the 
questions with no input from other sources. All interviews/meetings were conducted in 
the home of participants on a day and time which was suitable for them. Two out of the 
thirty participants completed the QoL Survey on their own, while twenty eight elected to 
have each question and answer read out to them by the researcher. For each statement the 
participant had the following choices for a response: 0 = Never, 1= Rarely, 2 = 
Sometimes, 3 = Most of the time, 4 = Always. The participant, as another option, could 
choose to respond: 6 = Did not know, 7 = Refused, or 8 = No response or cannot be 
coded from response – in which the interviewer was to write down what the participant 
said. Participants were made aware that there would be no changes to their current 
services based upon their answers from the QoL Survey. 
 
4.5.1 Accounting for Interviewer Bias 
 
As researchers can often be a source of interviewer bias, care was taken to avoid this 
possibility. Interviewer bias refers to the potential for researchers themselves to 
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inadvertently influence the responses of research participants in a certain direction 
(Marczyk et al, 2005).  
 
In order to account for interviewer bias careful control over research procedures was 
maintained. Study procedures remained constant, in an attempt to minimize unforeseen 
variances in the QoL research design, and all procedures were carefully standardized 
(Marczyk et al, 2005). The procedure(s) for recruiting potential participants was set 
through the use of the consent form (Appendix A), in which the CDHB interRAI assessor 
read a brief prewritten statement concerning the QoL study: 
The Quality of Life Survey is a Masters Thesis study being performed by 
Christopher P. Brandt from the University of Canterbury. The survey itself is 
intended to be a follow-up to the interRAI Assessment which you have recently 
been a part of.  The main idea of this survey is to gain an overall assessment of 
your self reported quality of life. You will be presented a series of questions 
ranging from Privacy, Safety, Autonomy, Personal Relationships and more. If you 
would like to participate, more detailed information concerning the study will be 
presented to you upon meeting with Mr. Brandt.  
During the visit from the researcher, an information sheet (Appendix C) was used. The 
information sheet anticipated questions which the potential participant might have 
concerning the QoL survey/study, and had pre-scripted answers to these questions. The 
informed consent form for participation in the study (Appendix B) had a series of 
statements concerning the study that were to be acknowledged by each participant prior 
to signing the consent itself. The QoL Survey (Appendix D) was intended to be a self 
administered survey, either by the participant him/herself, or via the researcher reading it 
to the participant. Care was taken not to influence the answers by oral cues, and 
participants were reminded that each answer was to be their own personal thoughts and 
feelings toward the subject matter. Research and education concerning the impact and 
control of interviewer effects regarding bias was undertaken by the researcher and 
strategies for minimizing interviewer effects were implemented and executed. Marczyk et 
al (2005) note that the effects of interviewer bias can be more prevalent when one 
individual is acting in multiple roles within a study, as in a graduate dissertation. 
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Standardized procedures were set in place, inclusion criteria were developed, and care 
was taken to preclude any interviewer bias from impacting upon the survey and study 
results. 
 
4.5.2 Questionnaire Scoring and Data Entry 
 
Following each completed interview, the participant‟s QoL survey information was 
entered onto an Excel spreadsheet. A scoring template, specifically created by Dr. John 
Morris for this purpose, was used to code and enter the data. Scoring of each survey item 
was done individually with aggregate scores calculated for each Section. This was done 
as soon as possible following completion to limit any errors arising from entering data 
incorrectly. The completed excel data set (n=30) was used to create graphs and other 
statistical analysis on excel, but was also transferred to SPSS 17.0. In SPSS, initial 
frequency variables were generated. All initial outputs were examined by the researcher 
to check for anomalies.  
 
Descriptive statistics of each section of the QoL survey itself was examined in overall 
detail, female vs. male, meals on wheels vs. no meals on wheels, Personal Care/No 
Personal Care, and home alone/not home alone. Also, the Mann-Whitney U test was used 
to determine p-values. The Mann-Whitney U test, a non-parametric method, was used 
instead of the student t-test due to the small sample size, which makes it difficult to 
determine whether the distribution is normal or not. This allowed for testing whether or 
not two independent variables come from the same distribution through the use of SPSS 
to determine p-values. Through the use of SPSS, an acceptable level of internal 
consistency within the quality of life survey was determined through a Cronbach‟s Alpha 
score of 0.748.  
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 4.6 Data Analysis  
 
  4.6.1 Statistical Procedures  
 
Data analysis was performed on data using both descriptive and inferential statistics. In 
analysing the data, a variety of statistical measurements and methods were utilized in 
order to describe the variables themselves, the relationships between them, measure 
differences between the various groups, or the groups in relation to the sample overall. 
Frequency tables and histograms were compiled to show general statistical patterns. 
Microsoft Excel was used to determine the Standard Deviations of the data. 
 
Second, in addition to describing the data by use of frequency distributions, the 
relationship between variables were described and tested for statistical significance. 
Testing for significance allows us to estimate the likelihood that a relationship between 
variables in a sample actually exists in a population and is not simply the result of chance 
(Marczyk et al, 2005). In seeking the significance of the data, the primary index is the p-
value. The p-value represents the probability of chance error in determining whether a 
finding is valid and thus representative of the population, or collected data (Marczyk et al, 
2005). For example, in examining the correlation between „x‟ and „y‟, a p-value greater 
than 0.05 would indicate that there was a greater than 5 percent probability that a finding, 
such as one between the Meals on Wheels /No Meals on Wheels groups, might have been 
by chance and as a result one could assume that there was no significant relationship 
between the variables in those groups (Marczyk et al, 2005). The standard level of 
significance used to justify a claim of a statistically significant effect is 0.05. The term 
statistically significant has become synonymous with the value being less than or equal to 
0.05 (Dallal, 2008A).  
 
Third, beyond the use of descriptive statistics to describe and examine associations 
between variables in data sets is the use of inferential statistics. Inferential statistics are 
used to answer questions about the greater population using representative samples in an 
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attempt to draw inferences about the populations from which the samples were drawn 
(Marczyk et al, 2005). They also help us to draw conclusions beyond the immediate 
samples and data. For example, inferential statistics could be used to imply that there is a 
link between certain group responses on the QoL Survey, such as between the home 
alone/not home alone groups. The use of inferential statistics allows a researcher to draw 
general conclusions about the population on the basis of the findings identified in a 
sample (Marczyk et al, 2005). Through inferential statistics, logical assumptions were 
made concerning various statistical associations and results from each statement, section, 
and sub-groups from the QoL Survey. Also, verbatim comments from the participants of 
the QoL Survey were presented when appropriate. 
 
Fourth, in order to obtain p-values, the Mann-Whitney U test will be used through the use 
of SPSS. The Mann Whitney U test is the alternative test to the student t-test. The Mann-
Whitney U test is a non-parametric test that is used to compare two population means that 
come from the same population. To support the QoL Survey data, the Mann-Whitney U 
test will be used to compare sub-groups such as Home Alone/Not Home Alone, 
Female/Male, etc. This test was used instead of the student t-test because of the nature of 
the collected data. One reason is that the Mann-Whitney U test is a non parametric test; 
hence it does not assume any assumptions related to the distribution of variables. Also, 
the student t-test assumes that the sample variables are normally distributed, whereas the 
data variables gathered from the QoL survey are not normally distributed. 
74 
 
5.0 Research Results 
 
 5.1 Introduction 
 
The Research Results Chapter is composed of three different sections. Section, 5.2, 
describes the sample itself, such as family situation(s) and the publicly funded home help 
services which the participants were receiving. Section 5.3 examines statistics gathered 
from the QoL Survey. Descriptive statistics of each section of the QoL Survey, such as 
survey and statement means, trends, standard deviation and dispersion of the data, will be 
identified both at the individual and group level(s). Mann-Whitney U test results. Section 
5.4 contains the statistical analysis of information gathered from selected questions from 
each participants MDS – Home Care assessment in a comparison with selected 
statements and groups (i.e. the home alone group, etc.) from the QoL Survey.  
 
5.2 Description of the Sample 
 
  5.2.1 Family Situation and Services 
 
Of the thirty participants who signed the informed consent and were subsequently 
interviewed by the researcher, fourteen were male and sixteen were female. Nine out of 
thirty participants still had a living partner and were therefore living with the partner and 
in some cases extended family in their own home. Twenty one participants were living 
alone in their home. 
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Figure 5.1 The frequency distribution of QoL participants‟ gender and home vs. 
home alone status. 
 
 
All the participants were living in their own homes, while twenty nine out of the thirty 
indicated verbally that continuing to live in their own home was a high priority in their 
own QoL. One out of the thirty participants, a widow, indicated that although she very 
much enjoyed living in her own home, the sense of solitude made her lonely at times. 
Regarding the public/health workers that assisted her at home, she remarked that they 
came and left too fast, never stopping for a cup of tea with her. 
 
5.2.2 Publicly Funded Home Help Services 
 
All thirty of the participants were receiving some sort of publicly funded health, social or 
community support services in their home. These services were provided in order to 
assist the person to remain living in their own home. Figure 5.2 outlines the types of 
services that each person was receiving. At baseline, the thirty participants were receiving 
publicly funded services from five different areas. Services provided were: gardening, 
health care support, house cleaning, showering/dressing support, and meals on wheels. A 
majority of the participants who were receiving home domestic assistance, i.e., house 
cleaning services, had recently had their weekly allowance cut from one day per 
week/two hours, down to one day per week/one and a half hours by the CDHB. This had 
caused varying degrees of concern among some of the participants as they would get less 
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help. Their reported concern were due to problems they experienced with activities of 
daily living, such as bending over to clean a table, reaching up to clean a window, or the 
repetitive motion of vacuuming the floor. Of the six participants receiving meals on 
wheels, one was female vs. five males. On average, each participant was receiving 1.866 
outside services into their home. This ranged from ten participants who were only 
receiving the minimum of one outside service, to one who was receiving a total of four 
outside services. For statistical purposes, those participants who were receiving „Health 
Care‟ needs at home and those receiving „Showering‟ help at home were further grouped 
together into a „Personal Care‟ sub-group. This was done for the purposes of examining 
means and p-values when compared to those participants who were not receiving any 
health care assistance or showering assistance at home. 
 
 
 
Figure 5.2 Numbers of participants who were receiving selected publicly funded 
services in their homes. 
 
 5.3 Quality of Life Survey Results 
 
5.3.1  Section A. Privacy 
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Figure 5.3 Results from QoL Survey Section A. Privacy 
 
A1 I can be alone when I wish. 
A2 I can have a private conversation when I wish. 
A3 My privacy is respected when people care for me. 
A4 My personal information is kept private. 
 
Section A. of the QoL Survey examines Privacy. The overall average for Section A., on a 
scale of 0 to 4, (Never to Always) was 3.635. The Section A mean, when compared to the 
overall survey mean of 3.399, would seem to indicate that participants were in agreement 
about their comparatively high QoL with regards to Privacy.  In this section there are four 
statements of which statement A2, “I can have a private conversation when I wish”, 
garnered the highest overall mean at 3.833, with A3, “My privacy is respected when 
people care for me”, close with a mean of 3.800. Statement A4 had the lowest average 
overall mean at 3.375. In total, there were eighty two scores of 4 – Always out of a total 
of one hundred and twenty responses. A4, “My personal information is kept private”, 
brought about much conversation and uncertainty from participants regarding their proper 
response. According to the participants, this was due to the nature of the statement itself, 
but also the wording of the question. Many of the participants were unsure about what 
was done with their private information, who it was shared with and how, once the 
information was given. This caused six participants to respond with a score of 6 (Did not 
Know), which was the most ticks of „6‟ for the entire survey. The standard deviation for 
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each statement within Section A was: A1 = 0.730, A2 = 0.461, A3 = 0.484, and A4 = 
0.647. The standard deviation for the QoL Survey as a whole was 0.466. Overall, the 
results would seem to indicate that the participants closely identified with “Always” with 
regards to their Privacy and QoL. 
 
 
Figure 5.4 Female vs. male means for Section A. Privacy.  
 
When examining the responses to the statements based upon gender, the results show an 
overall mean for females of 3.631 while males had an overall mean of 3.633. This 
represents a negligible difference in mean between females and males of 0.002. 
Statement A4, “My personal information is kept private”, revealed the largest disparity 
between females and males at 3.272 compared with 3.462 respectively. It is speculation 
to enquire as to why this is so, but three of the widows mentioned to the researcher that 
their former husband had dealt primarily with bills, paperwork, insurance etc. Now that 
they were on their own, they found it difficult at times to come to terms with this 
household task, and bore various amounts of uncertainty about it. Females may have felt 
less confident than men that their information was kept private. Both scores more closely 
aligned with “Most of the Time”, than the Section mean and “Always”. 
 
When comparing the means of each statement in Section A between various groups using 
the Mann-Whitney U test, there were no statistically significant differences found. The 
Mann-Whitney U test was performed on the females/males groups, the meals on 
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wheels/no meals on wheels groups, personal care/no personal care groups, and the home 
alone/not home alone groups. 
 
  5.3.2  Section B. Food and Meals 
 
 
Figure 5.5 Overall results from QoL Survey Section B 
 
B1 I get my favourite foods. 
B2 I get enough to eat. 
B3 I have enough variety in my meals. 
B4 I enjoy mealtimes. 
 
Section B. examines Food and Meals. The overall mean for this section was 3.667. This 
would seem to indicate that the participants closely identified Food and Meals with „Most 
of the Time‟ to „Always‟” with regards to the four statements. In this section there were 
four statements, with the highest overall mean being 4.000 for statement B2, “I get 
enough to eat”. This mean was achieved with twenty four participants eating their own 
prepared meals compared with six participants who received meals on wheels at varying 
times throughout the week. The lowest overall mean was B1, “I get my favourite foods”, 
which had a mean score of 3.233. B1 had six scores of 1 – Rarely or 2 – Sometimes, and 
twenty four scores of 3 – Most of the Time or 4 – Always. The standard deviation for 
each statement within Section B was: B1 = 0.858, B2 = 0.000, B3 = 0.504, and B4 = 
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0.547. Statement B2 had a maximum score of 4.000 which accounts for a standard 
deviation of 0.000. The high standard deviations on B1, B3 and B4 could be accounted 
for by the difference in responses of those receiving meals on wheels vs. not receiving 
meals on wheels. The large standard deviation on statement B1 could be partially due to 
the large difference of 0.500 from the meals on wheels/no meals on wheels groups, which 
had the highest mean difference of any of the comparison groups (Female/Male, Personal 
Care/No Personal Care, Home Alone/Not Home Alone).  
. 
 
Figure 5.6 QoL Survey – Female vs. Male Section B Food/Meals 
 
When examining the responses to the statements in Section B based upon gender, the 
results show an overall mean for females of 3.641 while males had an overall mean of 
3.696. This accounts for an overall difference in mean between females and males of 
0.055. As expected, B2, “I get enough to eat”, had a mean of 4.000 for both females and 
males. The largest disparity in means came from B4, “I enjoy mealtimes”. Females had a 
mean of 3.625 while males had a mean of 3.714. The overall mean for B4 was 3.667. 
Again, all scores more closely aligned towards the responses „Most of the Time‟ to 
„Always‟. 
 
When investigating statements based upon meals on wheels, the results show an overall 
mean in Section B of 3.542 for the meals on wheels group, as opposed to the mean of 
3.689 for the no meals on wheels group. When comparing these means to the overall QoL 
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Survey mean of 3.399, both groups had a higher mean. Of those participants who were 
receiving meals on wheels, five out of six responded to B4 with a score of 4 - Always, 
with an overall mean of 3.833, compared to the no meals on wheels mean of 3.625. It 
could be speculated that the higher mean for the meals on wheels group on B4 “I enjoy 
mealtimes” was due to the ease of choosing from a menu, not having to prepare a meal, 
and/or not having any cleanup afterwards. The low mean was the meals on wheels group 
from B1, “I get my favourite foods”. B1 had a low mean of 2.833, which identifies with 
both “Most of the Time” and also with “Sometimes”. Figure 5.7 shows the mean score 
for Section B for the meals on wheels/no meals on wheels groups.  
 
 
Figure 5.7 QoL Survey results from the Meals on Wheels vs. No Meals on Wheels 
comparison.  
 
When examining each statement in Section B between various groups with the Mann-
Whitney U test, statistically significant data was found when examining personal care vs. 
no personal care statement B4, “I enjoy mealtimes” in which p = .012. The results of B4 
are shown below on table 5.2. Statement B4 will be further examined in the discussion 
chapter. The Mann-Whitney U test was also performed on the females/males groups, the 
meals on wheels/no meals on wheels groups, and the home alone/not home alone groups 
with no further statistically significant data.  
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Test Statistics 
 QLSB4 
Mann-Whitney U 63.500 
Wilcoxon W 199.500 
Z -2.523 
Asymp. Sig. (2-tailed) .012 
Exact Sig. [2*(1-tailed Sig.)] .043 
Table 5.2 Results from Mann-Whitney U test for statement B4 with p = .012 from  
  Personal Care/No Personal Care comparison. 
 
 
Figure 5.8 QoL Survey results from the Personal Care vs. No Personal Care 
comparison. This is from Section B. Food and Meals. On statement B4 p = .012. 
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  5.3.3  Section C. Safety and Security 
 
 
Figure 5.9 Overall results from QoL Survey Section C. Safety and Security. 
 
C1 I feel safe when I am alone. 
C2 I feel safe around those who provide me with support and care. 
C3 If I need help right away, I can get it. 
C4 I feel safe around my family and friends. 
C5 I feel my possessions are safe. 
 
The overall mean for this section was 3.710. This would seem to indicate that the 
participants closely identified Safety and Security with “Always” with regards to the five 
statements. In this section there were five statements, with the highest overall mean being 
3.967 for statement C4, “I feel safe around my family and friends”. It was clear during 
the interviews that a majority of the participants had family and friends in their lives that 
they trusted and were closely involved with. The lowest overall mean of 3.333 came from 
statement C1, “I feel safe when I am alone”. Many of the participants reported being 
aware of rising crime rates in New Zealand, which would partially account for this lower 
mean. Also contributing to the lower mean of C1 was the possibility of an accident or 
health issue when they were alone. There were sixteen scores of 4 – Always, along with 
four scores of 2 – Sometimes, or less. With regards to the mean score of 3.333 for C1, the 
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mean score for those participants who were home alone was higher at 3.381. The 
standard deviation for each statement within Section C was: C1 = 0.922, C2 = 0.305, C3 
= 0.829, C4 = 0.183, and C5 = 0.379. Both C1 and C3 had a larger mean difference in the 
female vs. male comparison which could account for the larger deviations. C1 also had a 
wide spread of variance across the overall group. Across all group comparisons, 
statement C4 had very close mean scores. This would account for the low standard 
deviation. 
 
 
Figure 5.10 QoL Survey – Female vs. Male Section C Safety/Security mean results. 
 
When examining the responses to statements relating to safety and security according to 
gender, the results show an overall mean for females of 3.671 while males had an overall 
mean of 3.757. A difference in mean between females and males of 0.086. On statement 
C1 males had a higher mean by 0.312 than females, while on statement C3 “If I need help 
right away, I can get it” females had a higher mean than males by 0.309.  Across both 
female and male groups, mean scores were more closely aligned with “Always” with 
regards to their Safety and Security statements. Statement means for Section C for the 
home alone/not home alone groups are expressed below on Figure 5.11. 
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Figure 5.11 Home Alone results from QoL Survey Section C. Safety and Security. 
 
In examining the results from the Home Alone sample, the mean of 3.710 matched that of 
the overall survey result for Section C. The high and low means for the Home Alone 
group matched that of the overall sample. The highest mean of 3.952 came from C4, “I 
feel safe around my family and friends”, while the lowest mean of 3.381 came from C1, 
“I feel safe when I am alone”. C1 had eleven scores of 4 – Always out of twenty one, 
with two scores of 2 – Sometimes, as well. 
 
When examining the responses of each statement in Section C by various groups, using 
the Mann-Whitney U test, there were no statistically significant differences found. The 
Mann-Whitney U test was performed for females/males groups, the meals on wheels/no 
meals on wheels groups, Personal Care/No Personal Care groups, and the home alone/not 
home alone groups. 
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  5.3.4  Section D. Comfort and Environment 
 
 
Figure 5.12 Overall results from QoL Survey Section D. Comfort and Environment. 
 
D1 I get the services I need. 
D2 I would recommend this program to others. 
D3 I can easily go outdoors if I want.  
D4 I tend to be happier than most other people. 
D5 My home is as clean as I would like. 
 
Section D examines Comfort and Environment. The overall mean was 3.451. This overall 
mean would seem to indicate that the participants associated more with “Most of the 
Time” than “Always” with regards to the statements regarding their Comfort and 
Environment and QoL. There were five statements in the section, with the highest mean 
being for statement D2 at 3.778, “I would recommend this program to others”. D2 had a 
high percentage of participants scoring 4 – Always. The lowest mean came from 
statement D4 at 2.679, “I tend to be happier than most other people”. D4 had eleven 
scores out of twenty nine that were scored 2 – Sometimes, or less. Regarding statement 
D2, there was a level of confusion over what “…program…” it was referring to as the 
section was covering Comfort and Environment. Largely, the participants had nothing but 
praise for the programs which assisted them to live in their own homes and this is 
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reflected by this high score. Although it is debatable whether or not the participant 
confusion over the location of the question contributed to the score being lower or higher 
than it would have been if it was grouped in Section F. Respect or Section G. Worker 
Responsiveness. Statement D4 was met with many interesting comments. Many 
participants did not like the statement itself as it appeared to them to be too subjective. 
One person went as far as to purposely ask the researcher to write down on the survey 
“This question is stupid!” Needless to say, there were some visceral reactions regarding 
this statement due to the subjective nature of happiness itself. Henry David Thoreau 
wrote about happiness “Happiness is like a butterfly: the more you chase it, the more it 
will elude you, but if you turn your attention to other things, it will come and sit softly on 
your shoulder (nsrider.com, 2010).” It is difficult to tell what makes a person happy, or at 
times how to tell a person is happy. It is quite possible that the subjective nature of this 
statement and the dislike that many participants had for it, contributed heavily to its low 
mean. The standard deviation for each statement within Section D was: D1 = 0.814, D2 = 
0.641, D3 = 0.802, D4 = 0.905, and D5 = 0.521. The large standard deviation for D4 
could be due to ambivalence over the statement itself. The large deviations in D1 and D3 
follow large differences in mean scores on those two statements when looking at means 
of females and males. 
 
 
 
Figure 5.13 QoL Survey – Female vs. Male Section D. Comfort and Environment 
means. On statement D3 p = .010. 
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When examining the responses to the statements based upon gender, the results show an 
overall mean for females of 3.481 while males had an overall mean of 3.418, an overall 
difference in means between females and males of 0.063. Both scores, like the overall 
Section mean, aligning closer to the “Most of the Time” with regards to the QoL and 
Comfort and Environment. Statements D1 and D3 showed the largest disparity in means 
between men and women. D1, “I get the services I need”, has a mean of 3.250 for 
females while males had a mean of 3.571, a difference in mean scores of 0.321. The 
largest difference in means came from D3, “I can easily go outside if I want to”. Females 
had a mean of 4.000, meaning that all females ticked the “Always” box, while males had 
a mean of 3.286, closer to the “Most of the Times” box, for a difference of 0.714. The 
QoL survey does not delve into medical issues and/or conditions, so it is difficult to 
explain this difference between the two. Several of the men did have obvious physical 
problems which would have made it difficult for them to go outside easily. 
 
 
Figure 5.14 QoL Survey means from Home Alone vs. Not Home Alone comparison. 
 
When examining the means of each statement by various groups using the Mann-
Whitney U test, the difference between females and males was found to be statistically 
significant for statement D3, with a p = .010. In examining the difference between the 
responses of those home alone against not home alone, statement D5, “My home is as 
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clean as I would like it”, was found to be p = .053, placing it just outside of the 
acceptable range of statistical significance. The difference between personal care and no 
personal care for Statement D3 also was found to have a statistically significant at p 
= .010, while statement D5 placed just outside of the acceptable range of statistical 
significance with  p = of .051 within the same comparison. Statement D3 will be further 
examined in the discussion Chapter. The Mann-Whitney U test was also performed on 
the home alone/not home alone groups, and the meals on wheels/no meals on wheels 
groups. Table 5.3 below shows the Mann-Whitney U test for D3 from the personal 
care/no personal care groups. 
 
Test Statistics 
 QLSD3 
Mann-Whitney U 72.000 
Wilcoxon W 177.000 
Z -2.564 
Asymp. Sig. (2-tailed) .010 
Exact Sig. [2*(1-tailed Sig.)] .101 
Table 5.3       P = .010 for statement D3 in the personal care/no personal care comparison. 
 
 
Test Statistics 
 QLSD3 
Mann-Whitney U 72.000 
Wilcoxon W 177.000 
Z -2.564 
Asymp. Sig. (2-tailed) .010 
Exact Sig. [2*(1-tailed Sig.)] .101 
Table 5.4  P = .010 for statement D3 in the female/male comparison. 
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Figure 5.15 QoL Survey means from Personal Care vs. No Personal Care groups. 
Statement D3 p = .010. 
 
 
  5.3.5  Section E. Autonomy 
 
 
Figure 5.16 Overall mean scores from QoL Survey Section E. Autonomy. 
 
E1 I decide when to go to bed and get up. 
E2 I decide how to spend my time. 
E3 I can go where I want on the “spur of the moment.” 
E4 I control who comes into my home. 
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E5 I decide how my money is spent. 
E6 I live where I want. 
E7 I can have a bath or shower as often as I want. 
 
Section E. of the QoL survey was on Autonomy. The overall mean was 3.605. This 
indicates that overall the participants were more often responding to statements regarding 
Autonomy with „Always‟. There were seven statements in this section. The highest mean, 
3.867, came from statement E6, “I live where I want”. As established earlier, living in 
one‟s own home is a strong indicator of quality of life in the elderly population. Clearly a 
large majority of the participants enjoyed living in their own homes and viewed it is an 
integral part of their own self perceived quality of life. The lowest mean, 2.733, came 
from statement E3, “I can go where I want on the spur of the moment.”  This lower mean 
indicates that more participants responded with answers of „Sometimes‟ and “Most of the 
Time”. The standard deviation for each statement within Section E was: E1 = 0.568, E2 = 
0.583, E3 = 1.172, E4 = 0.568, E5 = 0.817, E6 = 0.434 and E7 = 0.855. These high 
standard deviations all indicate a high range of variability in answers. Statement E3 was 
found to have large disparities between mean scores on the female/male and personal 
care/no personal care groups. This could account for the large deviation. Statement E5 
also had a large mean difference in these same comparisons. 
 
 
Figure 5.17 QoL Survey means from Section E. Autonomy female vs. male. Statement 
E1 was found to have a statistically significant p-value of 0.10. 
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When examining the responses to the statements based upon gender, the results show an 
overall mean for females of 3.768 while males had an overall mean of 3.418. This 
indicates that males were more likely than females to tick „Always‟, while females were 
most often ticking „Most of the Time‟. This accounts for an overall difference in mean 
between females and males at 0.350. Statement E3 resulted in the largest disparity 
between females and males of 0.706. This resulted in most males scoring „Most of the 
Time‟, while a majority of females scored „Sometimes‟. The statement with the closest 
mean scores across genders, 0.116, came from E6 “I live where I want”. Both females 
and males agreed, with the exception of one participant, that they indeed wanted to 
continue living in their own home. 
 
When examining the differences in responses to each statement in various groups within 
the section using the Mann-Whitney U test, the three statistically significant differences 
were found. In examining the females/males groups, statement E1, “I decide when to go 
to bed and when to get up”, had a p = .01. This is indicated on table 5.5 below. 
 
Test Statistics 
 QLSE1 
Mann-Whitney U 72.000 
Wilcoxon W 177.000 
Z -2.564 
Asymp. Sig. (2-tailed) .010 
Exact Sig. [2*(1-tailed Sig.)] .101 
Table 5.5    Mann-Whitney U results for statement E1 on the female vs. male comparison 
 
 
Statement E5, “I decide how my money is spent”, had a p = .055, placing it just outside 
of the acceptable range of significance. When examining the different responses from 
personal care vs. no personal care comparison, statements E3 and E7 were found to have 
statistically significant p-values of p = .029 and p = 0.17. These are indicated on table  
5.6 below. 
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Test Statistics 
 QLSE3 QLSE7 
Mann-Whitney U 62.000 69.500 
Wilcoxon W 167.000 174.500 
Z -2.180 -2.388 
Asymp. Sig. (2-tailed) .029 .017 
Exact Sig. [2*(1-tailed Sig.)] .038 .077 
Table 5.6      Mann-Whitney U results for statements E3 and E7 on the Personal Care vs. 
No Personal Care comparison. 
. 
Statement E5 had a p-value of p = .055, placing it just outside the acceptable range of 
significance. Statements E1, E3, and E7 will be further examined in the Discussion 
Chapter. The Mann-Whitney U test was also performed on the meals on wheels/no meals 
on wheels and home alone/not home alone groups. 
 
QoL Survey - Personal Care vs. No Personal 
Care Section E. Autonomy
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Figure 5.18 QoL Survey results from Personal Care vs. No Personal Care comparison.  
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  5.3.6  Section F. Respect 
 
 
Figure 5.19 Overall results from QoL Survey Section F. Respect. 
 
F1 I can express my opinion without fear of consequences. 
F2 I am treated with respect by the people involved in my support and care. 
F3 _______ staff (fill in the program name or type of staff) respect what I like  
 and dislike. 
F4 People ask before using my things. 
F5 _______staff (fill in program name or type of staff) take advantage of me. (scores 
 are reversed for this statement) 
 
Section F was on Respect. The overall mean was 3.845. There were five statements in 
this section. The highest overall mean, 3.966, came from F5 “________ staff (fill in 
program name or type of staff) take advantage of me”. This was the only question on 
which the scores were reversed. A score of zero meant „Always‟ while a score of four 
meant „Never‟. There were a total of twenty nine scores of four and one score of three. 
The respondent reporting the lower score of three indicated that the staff had good 
intentions in taking advantage of the participant in order to help with needed assistance 
around the house, and had no bad intentions. The lowest mean, 3.536, came from F4 
“People ask before using my things”. The comment most often made concerning this 
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statement was that the support workers who came into their homes went about their tasks 
quickly, often times not conversing with the participants. The standard deviation for each 
statement within Section F was: F1 = 0.305, F2 = 0.305, F3 = 0.272, F4 = 0.838, and F5 
= 0.192. Other than statement F4, these small standard deviations indicate scores that are 
congregated closely around the section mean of 3.845. Statement F4 had large differences 
in mean score in comparisons between females and males. 
 
 
Figure 5.20 QoL Survey – Female vs. Male Section F. Respect mean results.  
 
When examining the responses to the statements based upon gender, the results show an 
overall mean for females of 3.790 while males had an overall mean of 3.908, an overall 
difference of 0.118. The largest difference in mean scores was F4, where females had a 
mean of 3.200 and males had a mean of 3.923. This accounted for a difference of 0.723. 
The closest means came from F2, “I am treated with respect by the people involved in my 
support and care”, which only had a difference of 0.054. 
 
When examining each statement between various groups within the section using the 
Mann-Whitney U test, statement F4 was found to be statistically significant with a p-
value of p = .020 in the females/males comparison. This is indicated on table 5.7 below.  
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Test Statistics 
 QLSF4 
Mann-Whitney U 57.500 
Wilcoxon W 177.500 
Z -2.317 
Asymp. Sig. (2-tailed) .020 
Exact Sig. [2*(1-tailed Sig.)] .065 
Table 5.7     Mann-Whitney U results for statement F4 on the female vs. male comparison. 
 
Statement F4 will be further examined in the Discussion Chapter. The Mann-Whitney U 
test was also performed on home alone/not home alone groups, meals on wheels/no meals 
on wheels groups, and personal care/no personal care groups with no other statistically 
significant data found. 
 
  5.3.7  Section G. Worker Responsiveness 
 
 
Figure 5.21 Overall results from QoL Survey Section G. Worker Responsiveness. 
 
G1 My services are delivered when I want them. 
G2 The care and support I get help me live my life the way I want. 
G3 _______(fill in program name or type of staff) act on my suggestions. 
G4 I can get the health services I need. 
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G5 _______(fill in program name or type of staff) talk to me about how to meet 
 my needs. 
G6 I consider _______staff (fill in program name or type of staff) member my 
 friend. 
 
Section G was on Worker Responsiveness. The overall mean was 3.473. There were six 
statements in this section. The highest mean, 3.679, was shared between G2 and G4. 
These statements had high numbers of participants who scored „Always‟. G2 read “The 
care and support I get help me live my life the way I want”, while G4 read “I can get the 
health services I need”. The lowest mean, 3.154, came from G6, “I consider a 
__________ staff (fill in program name or type of staff) member my friend”. This low 
mean indicates a higher number of scores of „Most of the Time‟. Frequently this 
statement caused the participants to struggle to come to terms with the definition of 
„friend‟. As mentioned earlier, the common experience of the participants was that the 
outside workers came in to their homes, did their work quickly and for the most part with 
little conversation, and then left. Although each of the participants was grateful for the 
help itself, several did not necessarily consider the worker to be a friend but perhaps more 
of an acquaintance. The variance for each statement is as follows: The standard deviation 
for each statement within Section G was: G1 = 0.747, G2 = 0.723, G3 = 1.105, G4 = 
0.670, G5 = 1.151, and G6 = 1.156. There were some large variation in mean scores 
when examining the personal care/no personal care groups, meals on wheels/no meals on 
wheels groups, and the females/males groups. These large variations could account for 
these large standard deviations. 
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Figure 5.22 QoL Survey – Female vs. Male Section G. Worker Responsiveness mean 
results. 
 
When examining the responses to the statements based upon gender, the results show an 
overall mean for females of 3.389 while males had an overall mean of 3.538, a difference 
of only 0.149 but one which showed that females tended to score more „Most of the 
Time‟ than males, who tended to score more „Always‟. The largest difference in mean 
scores came from G6, where females had a mean of 2.785 while males had a mean of 
3.583. This accounted for a difference of 0.798, which was one of the largest differences 
between female vs. male scores for any statement on the survey. It also showed that a 
majority of males were scoring „Always‟ while many females were scoring „Sometimes‟ 
to „Most of the Time‟. Statement G2 had an overall difference in mean of 0.405 as 
females had a mean of 3.867 with males at 3.462. It is interesting to note that the two of 
the largest differences in statement mean scores between females and males occurred in 
sections which related directly with feelings the participants had about the people who 
provided their care and supports. 
 
When examining each statement in Section G against various groups within the section 
with the Mann-Whitney U test, there were no statistically significant differences found. 
The Mann-Whitney U test was performed on the females vs. males groups, the meals on 
wheels vs. no meals on wheels groups, personal care vs. no personal care groups, and the 
home alone vs. not home alone groups. 
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5.3.8     Section H. Activities and Community Integration 
 
 
Figure 5.23 Overall results from QoL Survey Section H. Activities and  
Community Integration. 
 
H1 If I want, I can take part in activities in the community. 
H2 I can do activities that are important to me. 
H3 If I want, I can participate in religious activities that have meaning to me. 
H4 I belong to a group that sees me as a valued member. 
H5 People outside my home ask for my help or advice. 
 
Section H was on Activities and Community Integration. The overall mean was 2.577, 
which was dramatically lower than any prior Section and the lowest overall score for a 
Section in the Survey. This indicated that a majority of participants scored „Sometimes‟ 
or „Most of the Times‟. There were five statements in this section. The highest mean, 
2.967, was H3, “If I want, I can participate in religious activities that have meaning to 
me”. The lowest mean, 1.900, was H5, “People outside my home ask for my help or 
advice”. A mean of 1.900 indicates that a majority of scores were „Sometimes‟ but with 
others scores also of „Rarely‟. Several of the participants felt that due to their advanced 
age and slow paced lifestyle that they could give only a little help or advice to others. 
Others felt that it was their advanced ages that were the reason that few asked for their 
help or advice. The standard deviation for each statement within Section H was: H1 = 
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1.357, H2 = 1.112, H3 = 1.326, H4 = 1.353, and H5 = 1.029. These high standard 
deviations indicate a wide variability in statement scores. When looking at some of the 
large disparities in means between statements in the comparisons between females and 
males, and home alone/not home alone, these large standard deviations are more easily 
understood.  
 
 
Figure 5.24 QoL Survey – Female vs. Male Section H. Activities and Community 
Integration mean results. 
 
When examining the responses to the statements based upon gender, the results show an 
overall mean for females of 2.619 while males had an overall mean of 2.529, an overall 
difference of 0.090. The largest difference in mean, at 0.929, between females and males 
came from H1, “If I want, I can take part in activities in the community”. Ten out of the 
sixteen females had scores of 3 – Most of the Time or 4 – Always. On this same 
statement H1, only seven out of fourteen males had scores of 3 or 4. Six of the male‟s 
scores were 0 – Never or 1 – Rarely. The closest means came from statement H4, “I 
belong to a group that sees me as a valued member”, which had only a difference of 
0.033 between females and males but had a low overall means for both groups of 2.533 
for females and 2.500 for males. 
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Figure 5.25 Home Alone vs. Not Home alone means for Section H. Activities and 
Community Integration.  
 
When examining the means for each statement in Section H for various groups using the 
Mann-Whitney U test, a statistically significant difference was found on statement H5. In 
applying the Mann-Whitney U test to the home alone/not home alone groups, statement 
H5, “People outside my home ask for my help or advice”, had a p-value of p = .050. This 
is indicated on table 5.8 below. 
 
 
Test Statistics 
 QLSH5 
Mann-Whitney U 55.500 
Wilcoxon W 286.500 
Z -1.958 
Asymp. Sig. (2-tailed) .050 
Exact Sig. [2*(1-tailed Sig.)] .077 
Table 5.8     Mann-Whitney U results from statement H5 for the home alone vs. not 
home alone comparison. 
 
H5 will be further evaluated in the Discussion Chapter. The Mann-Whitney U test was 
also applied to the female/male groups, meals on wheels/no meals on wheels groups, and 
the personal care/no personal care group with no further data of statistical significance 
found. 
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  5.3.9  Section I. Personal Relationships 
 
 
Figure 5.26 Overall results from QoL Survey Section I. Personal Relationships. 
 
I1 I have people who want to do things together with me. 
I2 I play an important role in people‟s lives. 
I3 I have opportunities for affection or romance. 
I4 I have people I can count on. 
I5 People know the story of my life. 
 
Section I was on Personal Relationships. The overall mean was 2.631. This was the 
second lowest mean in the Survey and an indication that many participants scored this 
section „Sometimes‟ and „Most of the Time‟. There were five statements in this section. 
The highest mean, 3.767, came from I4, “I have people I can count on”. There were 
twenty six scores of „Always‟ for this statement. It is an interesting dichotomy that in this 
section with a low mean score of 2.631 that such a high score would be achieved on I4. 
Many of the participants felt that they had family and friends in their lives that they 
trusted implicitly. The lowest mean, 1.633, came from I3, “I have opportunities for 
affection or romance” in which there sixteen scores of 0 – Never or 1 - Rarely. This score 
was the lowest overall score for any statement in the Survey. The common response to 
reading or hearing this question was a chuckle or laughter. Many participants found it 
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difficult to separate what they often viewed as two different concepts: affection or 
romance. Also, many participants stated that they were too old for either, or were 
widows/widowers with no opportunity. The standard deviation for each statement within 
Section I was: I1 = 0.964, I2 = 1.034, I3 = 1.629, I4 = 0.774, and I5 = 1.152. These large 
standard deviations indicate a wide variability in participant scores. These large standard 
deviations could be accounted for in examining the difference in means between females 
and males, and the home alone/not home alone groups. Statement I3 from females/males 
had a disparity in means of .0955 which the largest difference between females and males. 
I3 had an even larger disparity of 2.111 when examining home alone/not home alone. 
Statement I2, “I play an important role in peoples lives”, also had a large disparity in 
means of 0.959 when examining home alone/not home alone. These means and 
disparities are indicated in Figure 5.27 and Figure 5.28. 
 
 
Figure 5.27 QoL Survey – Female vs. Male Section I. Personal Relationships        
mean results. 
 
When examining the responses to the statements based upon gender, the results show an 
overall mean for females of 2.514 while males had an overall mean of 2.768. This 
accounted for a difference of 0.254. The largest difference in mean score, 0.955, came 
from statement I3, where eleven out of the sixteen females scores a 0 – Never or 1 – 
Rarely. Five out of fourteen males scored a 0 or 1, while six scored a 3 – Most of the 
Time, or 4 – Always. This was the second largest difference in female/male mean scores 
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from the QoL survey. The reason for this disparity is not clear, but might have much to 
do with the dislike of „affection‟ vs. „romance‟ in the statement itself. Another possible 
reason would be the larger population of females in the seventy five and above age group. 
The closest mean scores were achieved on statement I4, “I have people I can count on”, 
where the mean difference between males and females was only 0.036.  
 
When examining results based upon home alone/not home alone two large disparities in 
scores are revealed. Statement I2 mean for not home alone was 3.222 while the home 
alone group had a mean of 2.263. This accounted for a difference in means of 0.959. The 
not home alone group had eight scores out of nine that were a 3 or 4. The home alone 
group had eight out of twenty one score a 3 or 4, and had thirteen score a 2 – Sometimes 
or less. Statement I3 had the largest disparity of any group when looking at the home 
alone/not home alone comparison. The not home alone group had a mean of 3.111 while 
the home alone group had a mean of 1.000. Fifteen out of twenty one from the home 
alone group scored a 1 – Rarely or 0 – Never in response to I3. Seven of nine from the 
not home alone group had scores of 3 – Most of the Time or 4 – Always.  
 
 
Figure 5.28 Home Alone vs. Not Alone means for Section I.  
 
When examining the responses to each statement in Section I according to different 
groups, using the Mann-Whitney U test, a statistically significant difference was found on 
statements I2 and I3 for the home alone and not home alone group comparison. statement 
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I2 had a p-value of p = .016, while statement I3 had a p-value of  p = .001. These results 
are indicated on table 5.9 below. 
 
Test Statistics 
 QLSI2 QLSI3 
Mann-Whitney U 37.000 25.500 
Wilcoxon W 227.000 256.500 
Z -2.501 -3.254 
Asymp. Sig. (2-tailed) .012 .001 
Exact Sig. [2*(1-tailed Sig.)] .016 .001 
Table 5.9     Mann-Whitney U results for statements I2 and I3 for the home alone vs. not     
         home alone comparison 
. 
These scores will be further evaluated in the Discussion Chapter. The Mann-Whitney U  
test was also performed on the meals on wheels/no meals on wheels groups, the 
female/male groups, and the personal care/no personal care groups with no statistically 
significant data. 
 
  5.3.10 Overall Assessment of Descriptive Analysis 
 
 
 
Figure 5.29 The histogram presents Section Means and an overall Mean for the  
QoL Survey. 
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The central tendency of the distribution, and the most typical or representative value of 
the distribution presented through the QoL Survey is the response „4‟. The overall mean 
for the entire survey was 3.399. The highest overall mean was section F. Respect. The 
lowest overall mean score was section H. Activities and Community Integration. Section 
I. also had a low mean, 2.631, when compared to the survey average. Combined, sections 
H. and I. had a mean of 2.604, compared to the rest of the survey, sections A. through G., 
at a mean of 3.627. The home alone group scored particularly low in Sections H and I, 
with high amounts of 0 = Never and 1 = Rarely responses. It could be speculated based 
upon comments made by the participants to the researcher, and these means, that overall 
they have issues surrounding social isolationism and personal relationships. Those who 
are living alone seem to have particular issues concerning emotional health with regards 
to opportunities for affection and/or romance, and the roles that they play, or they 
perceive that they play, in others lives.  
 
 
Figure 5.30 Mean scores for female vs. male by section and overall average for  
  QoL Survey. 
 
When examining the sections based upon gender, the results show an overall mean for 
females of 3.389 while males had an overall mean of 3.407. The most common response 
in the female/male comparison was 4 – „Always‟. The section with the largest difference 
of mean scores, 0.350, was E. Autonomy. In section E., it was E3, “I can go where I want 
on the spur of the moment”, that males had a particularly low mean of 2.357 when 
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compared to the female mean of 3.063, a difference of 0.706. E3 had ten out of sixteen 
females score 3 – Most of the Time or 4 – Always, compared to males who had only five 
scores of 3 or 4. Overall, the statements with the largest difference in mean were H1 “If I 
want I can take part in activities in the community” at 0.929 where ten out of the sixteen 
females scored a 3 or 4 but only seven out of the fourteen men had scores of 3 or 4. I3 “I 
have opportunities for affection or romance” at 0.955 only had four scores of 3 or 4 out of 
fourteen females, while males had seven scores of 3 or 4 out of fourteen. On Statement 
G6 “I consider a _________ staff (fill in program name or type of staff) member my 
friend” males had a higher mean by 0.798 with eight scores of 3 or 4 out of twelve 
responses for males, while females had ten scores of 3 or 4 out of fifteen responses. The 
section with the closest means between females and males was A. Privacy, where the 
difference was only 0.002. Statement B2, “I get enough to eat”, had the survey‟s only 
perfect mean of 4.000. This means that every participant scored B2 with „Always‟. The 
trends of low mean scores between females and males in Sections H and I obviously 
follow the same low means achieved in the overall survey.  
 
When examining the female/male comparison, three statements were found to be 
statistically significant. The p-values of D3, E1, and F4 are listed on table 5.10 below. 
These statements will be discussed further in Section Six Discussion. 
 
Statement p-value 
D3 .010 
E1 .010 
F4 .020 
Table 5.10 P-values of significance in Female vs. Male Section Comparisons. 
 
 
D3 I can easily go outdoors if I want. 
E1 I decide when to go to bed and get up. 
F4 People ask before using my things. 
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Figure 5.31 Mean scores for Home Alone vs. Not Home Alone by section and  
                         with the overall section mean. 
 
When examining the sections based upon Home Alone vs. Not Home Alone, the results 
show an overall mean for Home Alone of 3.372 while the Not Home Alone group had an 
overall mean of 3.461. The section with the largest difference of mean scores, 0.788, was 
I. Personal Relationships. In section I., it was I3, “I have opportunities for affection or 
romance”, that the Home Alone group had a particularly low mean of 1.000 when 
compared to the Not Home Alone group mean of 3.111, a difference of 2.111. This 
indicated that a majority of those home alone scored 1 – Rarely or 0 – Never, as opposed 
to those not home alone who scored mostly 3 – Most of the Time and 4 - Always. Overall, 
this made statement I3 in the Home Alone vs. Not Home Alone comparison the largest 
difference between measured groups in the QoL survey. Statement I2, “I play an 
important role in people‟s lives” had a difference of 0.959 between the Home Alone 
group and the Not Home Alone Group. The section with the closest means between these 
two groups was C. Safety and Security, where the difference was only 0.001. There were 
three statistically significant p-values found within the home alone/not home alone 
groups with statements I2, I3 and H5 all within the significant range of less than or equal 
to .05. Table 5.11 outlines statements in the comparison that had p-values of significance. 
These statements will be further discussed in Section five Discussion. The continuing 
trend of low mean scores in Section H Activities and Community Integration and Section 
I Personal Relationships both from the overall survey itself and across group comparisons 
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indicate possible issues surrounding the emotional health in the elderly at home. 
Especially in the home alone group. 
 
Statement  p-value 
H5 .050 
I2 .012 
I3 .001 
Table 5.11 P-values of significance in Home Alone vs. Not Home Alone Section 
comparisons. 
 
H5 People outside my home ask for my help or advice. 
I2 I play an important role in people‟s lives. 
I3 I have opportunities for affection or romance. 
 
 
Figure 5.32   Section and overall means for Meals on Wheels group vs. No Meals on 
Wheels groups.  
 
There were no statistically significant means when examining means in the meals on 
wheels/no meals on wheels groups. It was interesting to note though that of the six 
participants who received meals on wheels five were males. 
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Figure 5.33 Section and overall means for Personal Care vs. No Personal Care groups.  
 
When examining the sections based upon personal care/no personal care, the results show 
an overall mean for personal care of 3.397 while the no personal care group had an 
overall mean of 3.400. The section with the largest difference of mean scores, 0.346, was 
H., Activities and Community Integration with the personal care group mean at 2.392 and 
the no personal care group at 2.738. The personal care group had a total of 36 scores (out 
of seventy) of 3 – Most of the Time or 4 - Always. The no personal care group had forty 
six scores of 3 or 4 (out of eighty). In section H., it was H1, “If I want, I can take part in 
activities in the community.”, that the personal care group had a particularly low mean of 
2.071 when compared to the no personal care group mean of 3.000, a difference of 0.929. 
This indicates a majority of the personal care group scoring a 2 – Sometimes, while a 
majority of the personal care group scored 3 – Most of the Time. Statement E3, “I can go 
where I want on the spur of the moment.” had a difference of 0.839. Eleven out of  
sixteen from the no personal care group scored a 3 or 4 on E3, while only five out of 
fourteen from the no personal care group scored a 3 or 4. The section with the closest 
means between these two groups was D. Comfort and Environment, where the difference 
was only 0.003. There were four statistically significant p-values found within the 
personal care/no personal care group with statements B4, D3, E3, and E7 all within the 
significant range of less than or equal to .05. Table 5.12 outlines statements within the 
comparison that had p-values of significance. These statements will be further discussed 
in Section five Discussion. 
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Statement p-value 
B4 .012 
D3 .010 
E3 .029 
E7 .017 
Table 5.12 P-values of significance in Personal Care vs. No Personal Care Section 
comparisons. 
 
B4 I enjoy mealtimes. 
D3 I can easily go outdoors if I want.  
E3 I can go where I want on the “spur of the moment.” 
E7 I can have a bath or shower as often as I want. 
 
Overall, there were thirteen hundred and eighty responses, from nine different sections, 
and thirty participants.  
 
 
Figure 5.34 Breakdown of the total amount of responses received from participants on 
the Quality of Life Survey, from zero through to eight. 
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As the mean response of the participants on the survey was 3.399, one method in looking 
at measures of association is to find the dispersion of the variables and then their standard 
deviations. The dispersion of a distribution can provide us with information about how 
tightly grouped the values in the survey are around the centre of the distribution, or the 
mean of 3.399 itself. In looking at the range of values we obviously have responses to 
statements in a range of zero to four, with the ability to also answer 6, 7, or 8. Values 6, 7 
and 8 are not scored as they have no numerical value. In looking at the range of 
distribution, there were 68 responses of „0‟ - Never, 36 responses of „1‟ - Rarely, 146 
responses of „2‟ - Sometimes, 239 responses of „3‟ – Most of the Time, and 849 
responses of „4‟ - Always. Responses „6‟ – Did Not Know, „7‟ - Refused, and „8‟ – No 
Response, received a total of 42 responses. A precise method of measure of the 
dispersion around the mean of 3.399 is the variance. This will give a sense of how closely 
concentrated the set of values one through four are around the mean of 3.399.  The 
variance of the distribution of values from the QoL Survey can give an average of how 
far, in squared units, the values in the distribution are from the mean of 3.399. By using 
Microsoft Excel to examine the gathered data, the calculated variance has been 
determined to be 0.217. By taking the square root of the variance, the standard deviation 
of 0.466 is determined. By this measure it can be concluded with reasonable certainty 
that: 
 
1. Approximately 68% of the values of the QoL Survey will fall within one 
standard deviation (0.466) of the mean (3.399). This yields a range of 
2.933 to 3.865. 
2. Approximately 95% of the values of the QoL Survey will fall within two 
standard deviations of the mean. This yields a range of 2.467 to 4.000. 
3. Approximately 99% of the values of the QoL Survey will fall within three 
standard deviations of the mean. This yields a range of 2.001 to 4.000. 
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6.0 Discussion  
 
Key drivers of this thesis, well supported by the various literature and reviewed research 
throughout the chapters, is that there is a dearth of research of the elderly using QoL 
assessment instruments in New Zealand and the need for a uniform method of measuring 
and following up with QoL issues in elderly living in their homes. This study did not 
assess QoL issues of the elderly living in residential care. This study set out to 
demonstrate the ability of the interRAI QoL Survey as a self-assessment tool which could 
be used to elucidate these QoL issues which the elderly may or may not be living with on 
a daily basis. Despite limitations of the study, such as geography or a lack of a follow up 
QoL Survey, through supporting research and data gathered from the QoL Survey itself, 
the aim and objectives of the study have been achieved.  
 
 6.1 Research Aim 
 
The overall research aim is to evaluate the adequacy of the interRAI Quality of Life 
survey in assessing the QoL issues and needs of the elderly living in their own homes in 
the community with some sort of publicly funded health care, social or community 
support such as meals on wheels or personal care, for the purpose of demonstrating the 
value of it as a useful tool within New Zealand. 
 
 6.2   Research Objectives 
 
 Objective 1 - To review the management and application of quality of life 
indicators for the elderly.  
 Objective 2 – To understand the pressures which an ageing population places on 
public policy.    
 Objective 3 - To consider how quality of life measures can best be applied 
alongside interRAI in New Zealand. 
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6.3 Background to the Problem 
 
New Zealand currently has no method of uniformly measuring the QoL of the elderly 
living in their own homes. Statistics New Zealand show that by 2051 the number of 
people aged 65 years and older in New Zealand is projected to exceed 1.33 million, or 
approximately 25% of the population. As the population of New Zealand continues to age, 
so will the number of elderly living in their own homes.  
 
The pressures which an ageing population places on public policy is described in the 
literature of this study. After a successful trial of the interRAI – Home Care assessment 
tool in five selected DHBs in 2006, the New Zealand MoH decided to roll out the tool 
nationwide. Although the MDS – HC does have domains which touch upon certain issues 
of quality of life, there is no specific domain, statement or question that deals expressly 
with this important issue.  
 
In April 2008, Dr. Morris presented to an interRAI conference in Barcelona, Spain, his 
new concept of a self assessed Quality of Life (QoL) assessment tool which would focus 
on the person‟s own perspective of their life and care experiences in the context of the 
care setting in which they live (interRAI, 2008). Its functional ability as a self assessment 
tool, when coupled with the Home Care tool, will enable for a more complete, or holistic, 
view of the client through a self reported survey which will “focus on the person‟s own 
perceptions of their quality of life, in the context of the care setting in which they live” 
(interrai.org, 2008). It is the first tool within interRAI which is centred on the client‟s 
point of view. Dr. Brigette Larkins of the Ministry of Health, and the project head for the 
implementation of interRAI – HC throughout the DHBs, realized the potential that the 
QoL Survey had to impact the lives of the elderly in New Zealand and suggested this as a 
suitable Thesis project. The ability to assist those elderly who are living in their own 
homes with their quality of life could greatly aid them in remaining in those homes and 
delay any necessary move into a rest home or retirement home.  
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Objective three, to consider how quality of life measures can best be applied alongside 
interRAI, is an important consideration of how the QoL survey could be best utilised 
within the framework of the Health of Older Persons Strategy and specifically the DHBs. 
The ability for the QoL Survey to work as a complement to the interRAI – Home Care 
assessment can only be proven through a wider trial through the DHBs. By using both 
tools in combination, there will be a more accurate view of the Home Care tool which 
encompasses health issues, and the QoL Survey tool which well encompasses quality of 
life issues. In this manner, we get a more holistic approach to the care of the elderly 
living in their own homes. 
 
Studies vary, but it has been shown to be cost effective to provide the elderly with home 
care options to assist them to live in their own homes, as opposed to living in residential 
retirement homes/long term care. This issue was addressed in papers by David C. 
Grabowski (Grabowski, 2006) on the cost effectiveness of non-institutional long term 
care services, in an early paper by Susan L. Hughes (Hughes et al, 1991) at the 
Department of Veterans Affairs, and also by scrutiny of the Arizona Long-Term Care 
System (Weissert et al, 1997). In New Zealand, one projected change is an increase in the 
percentage of households without children living in them, which would partially be due 
to an increase in the number of elderly living in their own homes (Dunstan & Thomson, 
2006).  
 
One important aspect that is lacking from current support systems in New Zealand is a 
uniform system of measurement of the QoL of the elderly living in their homes. 
Currently, New Zealand is not able to gauge the QoL of those elderly, and therefore 
problems may or may not be pervasive. With studies and examples like those from 
Grabowski (2006), Hughes (1991), and the Arizona Long Term Care System (Weissert, 
1997), and the cost savings benefit that has been shown to be derived from implementing 
systems to keep the elderly living in their own homes, New Zealand could not only lessen 
the impact of future fiscal issues but also better manage the QoL issues of said elderly.  
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In examining objective one, reviewing the management and application of quality of life 
indicators for the elderly, one aspect that was highlighted though the research was the 
lack of an indicator for emotional problems which the elderly may be facing in their 
homes. Though the interRAI – HC assessment does have sections and domains which 
deal with signs and symptoms of depression, it is from the viewpoint of the assessor. 
Through the self-assessed quality of life survey, and by examining the data, that the 
health of the elderly living at home is being well looked after, but their emotional health 
is showing signs of needing assistance.  
 
  6.3.1 Predictors of Quality of Life 
 
Throughout the research study from participant interviews and data, many issues of 
significance were found which will be further expounded upon in this next section. These 
issues were discovered in extended descriptive statistics through group studies and 
overall studies, but also through discussions which the participants freely had while self 
assessing their QoL. These issues and some accompanying data are presented for each 
group examined. 
 
   6.3.1.1     Section A. Privacy 
 
In the case of Privacy issues, women seemed to feel less confident than men that their 
information was kept private. One problem which bereft spouses spoke about to the 
researcher was the fact that they had to do household duties which they were unfamiliar 
with. Two widowers spoke about how it was their husbands who used to deal with the 
duties of paying bills, dealing with insurance, etc. and they bore an amount of uncertainty 
regarding having to take on issues which dealt with these private issues. There may be an 
opportunity here for educational opportunities for this group, which could be identified 
and follow through on. Although these issues may not at first glance seem to have a place 
in Privacy, the issue was brought up on three occasions during this section. Indicating 
that to the participants, the process of paying bills and dealing with insurance was an 
issue they considered to be associated with privacy. The issue of what was done with 
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privacy information once it left the persons control was also a predictor of QoL. There 
was much conversation about this, although in the end scores were still high, six of the 
participants responded by saying “I don‟t know”.  
 
   6.3.1.2  Section B Food and Meals 
 
In viewing predictors of quality of life for Section B. Food and Meals, one note of 
importance was the fact that five out of the six participants who were receiving meals on 
wheels were males. They did not have anybody to cook for them and either had to cook 
their own meals or rely upon meals on wheels. Again, bereft spouses had to deal with 
household duties that had previously been the domain of their spouse. Although they are 
different household tasks, both males and females may need extra support for some tasks 
when they have been widowed. 
 
   6.3.1.3  Section C Safety and Security 
 
It was clear during these interviews that almost universally, participants had family and 
friends that they trusted and felt safe around and with. There was a lower amount of 
safety and security when they were alone, but all scores were close to the “Most of the 
Time‟ to „Always‟ in range. Overall, this section did not produce any problems or 
predictors of QoL in this study. 
 
   6.3.1.4  Section D. Comfort and Environment 
 
Statement D4, “I tend to be happier than most other people” brought about much 
conversation and, when looking at the data, low mean scores closely aligned with 
„Sometimes‟ to „Most of the Time‟. It could be explained that the low scores were a 
result of confusion or dislike of the statement itself, but it could also be a cause of 
concern about the possibility of a large segment of the elderly population who have issues 
around basic happiness and is something which should be examined further. Statistically 
Significant data were discovered when looking into the personal care/no personal groups 
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for D3, “I can easily go outdoors if I want”, as the personal care group had issues with 
this. D3 was also found to be an issue in the female/male comparison, with statistically 
significant data found. Several of the men interviewed had physical or health issues 
which would have prevented them from easily being able to go outdoors. The issue of 
being able to easily get outside of one‟s home then could be a predictor of QoL which 
will need to be followed up further in a DHB trial.  
 
   Section 6.3.1.5 Section E. Autonomy 
 
The Autonomy section had low scores throughout all comparisons when looking at E3, “I 
can go where I want on the spur of the moment”. When looking back at the possible 
issues which the elderly may have in being able to easily get outside of their homes, E3 
continues a possible trend of isolation of the elderly in their homes. Statistically 
significant data was found when looking into the female/male comparison for E1 “I 
decide when to go to bed and when to get up”. If men were finding it difficult to get 
outside of their homes, following a continuing trend of possible isolation if they need to 
wait for a carer to help them get out of bed. When looking into the personal care/no 
personal care group, there continued to be a trend of isolation with statistically significant 
data from E3, along with E7 “I can have a bath or shower as often as I want‟. It makes 
sense that if a participant is having issues with getting in and out of bed, that they might 
also have issues with taking a shower as often as they liked. 
 
Section 6.3.1.6 Section F. Respect 
 
This section has high marks across all comparison groups. Although on the female/male 
comparison statement F4 “People ask before using my things” was found to be 
statistically significant, there were no overriding trends or indicators found. With regards 
to F4, many of the female participants remarked that the cleaners knew where the 
cleaning products, vacuums, etc. were and didn‟t have to ask to use them. It did not 
appear to be an issue with which the females were troubled by. 
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   Section 6.3.1.7 Section G. Worker Responsiveness 
 
Low scores were achieved on statement G6 “I consider a ________staff to be a friend”, 
for females. There were several comments regarding the fact that the participants did not 
necessarily consider the home workers to be friends, but perhaps acquaintances. Each 
participant was grateful for their assistance but didn‟t necessarily see this as a QoL issue 
but perhaps more of a fact of life.  
 
               Section 6.3.1.8    Section H. Activities and Community Integration 
 
Section H, along with Section I, both had trends of low scores across a majority of the 
groups and statements. Statement H5 “People outside of my home ask for my help or 
advice”, scored many responses of „Rarely‟ to „Sometimes‟. Females scored much higher 
on H1 “If I want I can take part in activities in the community”. This again follows a 
trend of isolation in males. It was in the home alone group that very low scores were seen 
on statement H5 “People outside my home ask for my help or advice”. This Section had 
overall the lowest scores of any section. This could indicate an overall predictor of QoL 
in activities and social integration. 
 
   Section 6.3.1.9 Section I. Personal Relationships 
 
Personal Relationships, as with the previous section, had very low scores when compared 
to other sections. Particularly low was I3 “I have opportunities for affection or romance”. 
Many of the participants had a difficult time separating what they saw as two distinctly 
different concepts „affection‟ and „romance‟. When looking into the female/male 
comparison the female group scored much lower. This could be due to the fact that there 
are more females in the elderly population. But generally the overall view throughout this 
section, with the exception of I4, “I have people I can count on”, were scores aligning 
more closely with „Sometimes‟. When looking into the home alone/not home alone 
comparison though, we begin to see possible issues with social isolation again as I2, “I 
play an important role I people‟s lives‟ and I3 both had very low scores for the home 
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alone group when compared to the not home alone group. Both were found to be 
statistically significant. Throughout the comparisons, when looking at the „big picture‟ it 
becomes clear that there are a number of participants in this study who have issues with 
social isolation and possibly unconfronted emotional issues which should be examined 
further. 
 
6.4 Strengths and Limitations of the QoL Survey. 
 
A major limitation of the QoL Survey study was the sample size of only thirty 
participants. This was because of the difficulties in recruiting participants through the 
CDHB. A second limitation of the study was that the participants were only recruited 
locally from the greater Christchurch area. Hence there may be local issues which cannot 
be extrapolated and generalized onto the larger New Zealand population. A third 
limitation was the lack of social demographic information about the participants. This 
meant that the researcher was unable to pursue any further analysis other than 
female/male, meals on wheels/no meals on wheels, etc.  
 
A strength of the QoL Survey study was the overall setup of the study itself and the roll 
of the researcher. Strict adherence to researcher rolls to avoid any semblance of 
researcher bias was followed. The information sheet was read word for word, informed 
consent forms filled out and signed, and participants informed that their answers to 
statements on the QoL Survey were their views alone. No input was to be solicited and 
none was given by the researcher in this regard. 
 
6.5 Implications and Recommendations for Future Policy and Research 
 
The concept of a self assessed quality of life instrument as a tool to assist in the 
measurement of quality of life in New Zealand is one which is backed up by previous 
policy already in place. The New Zealand Positive Ageing Strategy has set out guidelines 
for the care and welfare of older people. The Health of Older People Strategy further sets 
out strategies for the short and long term care of the elderly in New Zealand. The Primary 
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aim of the Health of Older People Strategy is to develop an integrated approach to health 
and disability support services that is responsive to older people‟s varied and changing 
needs. Both being living documents, it is easy to extrapolate the need for a tool to 
measure the QoL of the elderly living in their own homes in New Zealand. With higher 
numbers of the elderly living into their seventies, eighties, and their nineties in age, 
higher numbers of homes without children, and an inextricably linked QoL alongside 
home ownership, it is imperative that New Zealand acts to secure a pathway to the 
measurement of QoL with the implementation of the interRAI QoL Survey. 
 
As acknowledged earlier, the interRAI – Home Care tool has many strengths. It addresses 
issues such as the inter-relationship between health and disability, the problems of 
information duplication and omission in the assessment of older people, and the lack of 
consistency across settings, disciplines, and regions (Gilhooley, 2008). These strengths 
were primary reasons for the successful trial of this tool in five DHBs across New 
Zealand and for its full implementation across the DHB starting in 2008. It does have a 
limitation though of the lack of self assessment and the lack of ability to measure quality 
of life. With the implementation of the QoL Survey in a limited trial through the DHB, 
the full potential of this tool can be truly viewed. 
 
For a trial of the QoL Survey to be successful, certain issues would need to be 
acknowledged, confronted, and carried out. 
 First and most importantly, it is imperative that there be a follow up visit to the 
initial QoL interview. Through a follow up visit the researchers can examine QoL 
measures which were implemented to assist with those issues which the 
participant viewed as detrimental to his/her QoL. 
 Second, the QoL Survey needs to become a permanent follow up to the interRAI 
– Home Care Assessment. An appointment to be assessed though the QoL 
Survey, no longer than six weeks apart from the MDS – HC assessment, needs to 
occur. This should happen for every MDS – HC assessment during the trial 
period. 
 Third, a researcher or team of researchers needs to be able to work within the 
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confines of the interRAI team(s) through the DHB for complete cooperation and 
exchange of data and information to suitably transpire. Without the complete 
cooperation of the DHB through teamwork and data/information exchange, a 
satisfying result will be very difficult to attain. 
 Fourth, as the QoL Survey has no specific section or statement(s) regarding Maori 
life and/or Whanau, consideration should be given to making the QoL more New 
Zealand specific regarding cultural identity and needs of Maori. 
 Fifth, the scoring system in place within the confines of the QoL Survey is 
different than the interRAI – HC assessment. If the scoring system in place for the 
QoL Survey was modified to fit within the framework of the interRAI – HC 
assessment, the results from one would be more easily interpreted and 
compliment the other. 
 Sixth, statements D4 and I3 should be scrutinized for possible change as both 
caused much confusion amongst participants. D4, “I tend to be happier than most 
other people”, was viewed as a very subjective question. Indeed, it is difficult to 
ascertain another person‟s level of happiness, or what they consider to be 
happiness. The subjectivity of the statement may have caused much variation in 
participant responses. Statement I3, “I have opportunities for affection or 
romance”, also caused much confusion amongst participants. The inclusion of 
„affection‟ and „romance‟ in the same statement showed be analyzed and perhaps 
separated into two different statements. 
 Seventh, many of the participants found the font of the survey to be too small. In 
order for them to be able to more effectively self-assess their own QoL, a larger 
font should be applied to the survey template. The font and size used for the 
survey was Times New Roman 12. 
 Eighth, Section D. should have a statement added regarding whether or not a 
participant would like to continue living in their home. 
 Ninth, a tick box should be added so that it is possible to find out who filled out 
the form, the participant or the researcher. 
 Tenth, discussion should occur regarding adding a statement to Section C. 
concerning elder abuse. Or, perhaps Statement C4 “I feel safe around my family 
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and friends”, or C2 “I feel safe around those who provide me with support and 
care” could be modified to add information regarding elder abuse. 
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Health Sciences Centre 
 
 
 
Tel: +64 3 366 7001, Fax: + 64 3 364 2490 
Email: healthsciences@canterbury.ac.nz 
________________________________________________________________________ 
 
INFORMED CONSENT FORM 
For participation in the study 
InterRAI Quality of Life Survey 
 
Project Description 
 
The Quality of Life Survey is a Masters Thesis study being performed by Christopher P. 
Brandt from the University of Canterbury. The survey itself is intended to be a follow-up 
to the InterRAI Assessment which you have recently been a part of.  The main idea of 
this survey is to gain an overall assessment of your (the client) self reported quality of life. 
You (the client) will be presented a series of questions ranging from Privacy, Safety, 
Autonomy, Personal Relationships and more. If you would like to participate, more 
detailed information concerning the study will be presented to you upon meeting with Mr. 
Brandt.  
 
Informed Consent (Please check a box) 
 
 
I, ______________________________________________, give permission for my 
name and telephone number to be given to Christopher P. Brandt for the purpose of his 
contacting me to participate in the InterRAI Quality of Life Survey. 
 
 
 
 
 
I am not interested in participating in the InterRAI Quality of Life Survey. Please do not 
give out my contact information. 
 
 
Signature 
(participant):_____________________________________________________ 
 
Date:__________________________________________________________ 
 
    Telephone Number: _____________________________________________ 
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Health Sciences Centre 
 
 
 
Tel: +64 3 366 7001, Fax: + 64 3 364 2490 
Email: healthsciences@canterbury.ac.nz 
______________________________________________________ 
INFORMED CONSENT FORM 
For participation in the study 
InterRAI Quality of Life Survey 
 
Please tick to confirm 
o I have read and I understand the attached information sheet for participating in the 
interRAI Quality of Life survey.  I have had the opportunity to discuss this study. 
I am satisfied with the answers I have been given. 
 
o I have had the opportunity to use whanau support or a friend to help me ask 
questions and understand the study.  
 
o I understand that taking part in this study is voluntary and that I may withdraw 
from the study at any time. If I withdraw from the study, I understand that all 
information given will be also be withdrawn from the study.  I fully understand 
that there will be no adverse effects or change in current services by any 
withdrawal from this study. 
 
o I have had time to consider whether to take part. 
 
o I know who to contact if I have any concerns in regard to participating in this 
study. 
 
o I understand that the information gathered from this survey may be passed along 
to relevant health care professionals (Age Concern) for the purpose of increasing 
my quality of life. 
 
o I consent to the use of my data for future related studies, which have been given 
approval from a Health & Disability Ethics Committee. Said future related studies 
have not been granted approval from the Health and Disability Ethics Committee. 
 
o I know who to contact if I have any questions about the study. 
 
✳  I wish to receive a brief summary of the study results  Yes  /  No  (Please circle 
one) 
Please post the summary to: (please write your postal 
address)____________________________________________________. 
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I _____________________________(please print your full name) hereby consent to take 
part in this study. 
 
Signature 
(participant):___________________________Date:___________________   
    Telephone Number: __________________________________________ 
 
Project explained by: Christopher P. Brandt 
Signature: ___________________________ 
 
 
Contact Details 
 
 
Researcher: Christopher P. Brandt, MHealSc student, University of Canterbury 
Email: ibwaterman@hotmail.com 
Ph: 03 366 7001 ext 8691 (Health Science Centre, University of Canterbury) 
Cell Ph: 021 112 6901 or _________________________________ 
 
 
Supervisors: 
Assoc. Professor Ray Kirk, Ph.D., Director Health Science Centre, Univ. of Canterbury 
Assoc. Professor Pauline Barnett, Ph.D., Health Science Centre, Univ. of Canterbury 
Brigette Larkins, Ph.D., Senior Project Manager, Ministry of Health 
 
 
Ph: 03 366 7001 ext 8691 (Health Science Centre, University of Canterbury) 
Email: healthsciences@canterbury.ac.nz 
 
 
Please do not hesitate to contact Christopher or his supervisors at any time if you have 
any questions or wish to discuss your participation 
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Health Sciences Centre 
 
 
 
Tel: +64 3 366 7001, Fax: + 64 3 364 2490 
Email: healthsciences@canterbury.ac.nz 
 
Information Sheet for participants on the study of 
interRAI Quality of Life Survey 
 
Dear Sir or Madam,         
 
Thank you very much for your time in reading this information sheet. You are invited 
to take part in a Master‟s dissertation research study.  This study will be looking into the 
quality of life of elderly New Zealanders who are receiving some sort of public service, 
such as regular visits by Nurse Maude, physiotherapy, meals on wheels, etc. The survey 
will take place in participant‟s homes. 
 
This information sheet will explain why this study is being done, and what will be 
required of participants as well as how this study will be carried out. This information 
will help you to decide whether you wish to take part in this study. If necessary, you 
might ask your friends, whanau/ family members or support people to help you make up 
your mind.  
 
After you have been seen by an InterRAI Assessor, he or she will ask whether or not 
you are interested in participating in this Quality of Life Survey, and accordingly, 
whether you would sign an Informed Consent for your contact information to be passed 
along so the researcher can contact you. Within thirty days, a time will be set for the 
researcher to meet with you at your home so that questions can be answered prior to 
signing a second Informed Consent and starting the survey. 
 
Why is this study being done?  
InterRAI is a collaborative network of researchers in over 30 countries committed to 
improving health care for persons who are elderly, frail, or disabled. Our goal is to 
promote evidence based clinical practice and policy decisions through the collection and 
interpretation of high quality data about the characteristics and outcomes of persons 
served across a variety of health and social services settings.  
InterRAI researchers have recently made important first steps toward developing a new 
dimension to its assessment systems, focused on the persons' own perspective of their life 
and care experiences. Existing InterRAI assessment instruments are based on the 
assessors' evaluation of the person's problems, performance and perceptions.  The 
proposed new assessment instrument will focus on the persons' own perception of their 
quality of life, in the context of the care setting in which they live. 
The assessments will be completed by the person directly, or through interview.  
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What are the aims of this study? 
 To directly link to the conventional InterRAI assessment systems, such as the 
InterRAI Home Care, with results from the Quality of Life Survey. 
 To analyse the relationship between the InterRAI assessment and the Quality of Life 
Survey. 
 To analyze whether or not the level of care correlates with InterRAI data or is 
independent of level of care. 
 To validate the Quality of Life Survey for use within New Zealand 
 To see that quality of life indicators are thoroughly analyzed and followed through. 
 
Who are invited to take part in this study?  
Participants of InterRAI Home Care Assessment who have scores of two or less on the 
Cognitive Performance Scale.  
 
What are the roles of participants? 
1. You will be asked for one interview by a principal researcher (Christopher P. Brandt). 
This interview may take approximately 30  to 60 minutes.  During the interview, an 
explanation of the survey will be given and general questions will be asked relating to 
the survey. The researcher will answer any questions that you may have.  
 
 Where will the interview be held? 
At the home of the participant 
 When? 
A suitable time will be individually arranged with you. 
 Who will be interviewed? 
As the survey is querying the self reported quality of life, ideally the participant 
should be interviewed alone by the researcher. 
 
2. A Quality of Life Survey will be given to you. This survey can be completed by the 
participant alone or via a one on one interview by the researcher. 
 
 About the survey: 
The survey, InterRAI Self Reported Home Care/Community Living 
Quality of Life Survey, will be used in this study, although it will be modified 
to fit New Zealand standards and needs. The survey comprises nine sections of 
quality of life indicators of which each section has between four to seven 
questions. 
 Who will fill in the survey? 
The participant may fill out the survey alone, or via an interview with the 
researcher. 
 
What are the benefits or risks of this study?  
As a participant you may benefit from feedback regarding the collected data from the 
survey. The feedback will be available to you on your request. In addition, a brief 
summary of the study results will be posted to you when the project is completed if you 
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check this option on the consent form. Recommendations will be made in the completed 
Thesis which will assist those future participants with their own quality of life.  
It is expected that there will be no risks associated with your participation, however, if 
the completion of the survey raises issues or anxieties for you which you would like to 
discuss please contact the study supervisors or the researcher. 
With your permission, data from this study may be used in future related studies, 
which have been given approval from a Health & Disability Ethics Committee. Said 
future related studies have not yet been given any approval from the Health and 
Disability Ethics Committee.  
If during the course of this study you become distressed or feel like your quality of life 
is lacking in any respect and that you wish change to occur, information and contacts will 
be provided about the support group „Age Concern‟. 
 
Will any payments be made to participants? 
No. There will be no payment made from participating in this study.  
 
Who can support the participants if there are any concerns? 
The principal researcher, Christopher P. Brandt, can be contacted if there are any 
concerns/ questions. If needed, the supervisors of this research study can also be 
contacted (please refer the contact details below).  
 
How much information of the participants will the researcher access? 
The principal researcher will have access to information from the interview, the survey, 
and the MDS – HC assessment.  
 
How will the confidentiality be kept? 
The collected survey will be stored within the principal researcher‟s locked box. The 
data will be stored on the principal researcher‟s password-protected personal computer. 
The data will be stored securely for 10 years at the Health Sciences Centre, University of 
Canterbury.  As this is a quality of life study though, particular participant issues which 
arise may be referred to health care professionals for further assistance. 
Participation is totally voluntary. At any stage, the participants can ask any questions, 
withdraw their consent or refuse any part of the study. 
 
 
What happens if I decide not to participate or to withdraw my participation during 
the study? 
  You may at any time decide either not to participate or to withdraw from the study. 
There will no adverse effects from this decision and there will be no changes to any 
current services you are receiving. If you withdraw from the study, any information 
gathered from the study will also be withdrawn. 
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Who is supervising this study? 
  This study is being undertaken at the University of Canterbury with assistance by the 
Canterbury District Health Board and the Ministry of Health. 
Supervisors: 
Ray Kirk, Ph.D., Director, Health Sciences Centre, University of Canterbury 
Pauline Barnett, Ph.D., Health Science Centre, University of Canterbury       
Brigette Larkins, Ph.D. Senior Project Director, Ministry of Health 
 
Thank you very much for your time in considering participation in this study. Please do 
not hesitate to contact either the principal researcher or her supervisors for further 
information. 
 
Principal Researcher: 
Christopher P. Brandt – 021 112 6901 Personal Mobile 
       Email: ibwaterman@hotmail.com 
       Telephone: 03 364 7628 (Health Science Centre) 
 
This study has been given approval by the University of Canterbury Human Ethics  
Committee, the Ministry of Health, and the Canterbury District Health Board. If you have 
any questions or concerns about your rights as a participant in this research study you can 
contact an independent health and disability advocate. This is a free service provided 
under the Health and Disability Commissioner Act.  
 
Telephone (NZ wide): 0800 555 050 
Free Fax (NZ wide): 0800 2787 7678 (0800 2 SUPPORT)  
Email (NZ wide): advocacy@hdc.org.nz 
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InterRAI Self-Reported Home Care/Community Living 
Quality of Life Survey
©
 
 
Date of Interview: _____ / _____ / _______  
            DD           MM            YYYY          
 
Interviewer Name:       _______________________ 
Interviewee Name:  _________________________________________________ 
 
Greetings and thank you for your time. I am going to ask you about your quality of life. 
We at interRAI want to determine how well ____________________ (name of 
programme) is providing service for you.  There are no right or wrong answers as this 
survey concerns what life is like for you.   
 
USE THESE ADDITIONAL CODES AS NECESSARY: 
6=Did not know,  7= Refused,  8 = No response or cannot be coded from response                 
(write down what is said) 
 
A. Privacy  
First, I’d like to talk with you about privacy. 
For each statement please answer with one of the following choices:  
 0) Never     1) Rarely       2) Sometimes      3) Most of the time     4) Always 
 
______  1.  I can be alone when I wish.  
______  2.  I can have a private conversation when I wish. 
______  3.  My privacy is respected when people care for me. 
______  4.  My personal information is kept private. 
 
B. Food/Meals  
The items that follow are about your meals. 
For each statement please answer with one of the following choices:  
 0) Never     1) Rarely       2) Sometimes      3) Most of the time      4) Always 
 
______ 1.   I get my favourite foods. 
______ 2.   I get enough to eat. 
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______ 3.   I have enough variety in my meals. 
______ 4.   I enjoy mealtimes. 
 
C.  Safety/Security  
Now let’s talk about safety. 
For each statement please answer with one of the following choices: 
 0) Never     1) Rarely       2) Sometimes      3) Most of the time      4) Always 
 
______  1.  I feel safe when I am alone. 
 ______ 2.  I feel safe around those who provide me with support and care.  
______  3.  If I need help right away, I can get it. 
_______4.  I feel safe around my family and friends. 
_______5.  I feel my possessions are safe. 
 
D.  Comfort and Environment  
The items that follow focus on the decisions you make about day-to-day activities. 
[Refers to D and E below] 
For each statement please answer with one of the following choices:  
 0) Never     1) Rarely       2) Sometimes      3) Most of the time       4) Always 
 
______ 1.  I get the services I need.  
______ 2.  I would recommend this program to others.  
______ 3.  I can easily go outdoors if I want.    
______ 4.  I tend to be happier than most other people.  
______ 5.  My home is as clean as I would like. 
 
E.  Autonomy  
For each statement please answer with one of the following choices:  
 0) Never     1) Rarely       2) Sometimes      3) Most of the time      4) Always 
 
______ 1.   I decide when to go to bed and get up.  
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______ 2.  I decide how to spend my time.  
______ 3.  I can go where I want on the “spur of the moment.”  
______ 4.  I control who comes into my home.    
______ 5.  I decide how my money is spent. 
______ 6.  I live where I want.  
______ 7.  I can have a bath or shower as often as I want. 
 
F.  Respect  
Now I’d like to discuss how you feel about the people who provide your care and 
supports. [Refers to F and G] 
For each statement please answer with one of the following choices:  
 0) Never     1) Rarely       2) Sometimes      3) Most of the time      4) Always 
 
______ 1.  I can express my opinion without fear of consequences.  
______ 2.  I am treated with respect by the people involved in my support and care.  
______ 3.  _______ staff (fill in program name or type of staff) respect what I like 
and dislike. 
______ 4.  People ask before using my things. 
______ 5.   _______ staff (fill in program name or type of staff) take advantage of me.  
 
G.  Worker Responsiveness  
For each statement please answer with one of the following choices:  
 0) Never     1) Rarely       2) Sometimes      3) Most of the time      4) Always 
 
______ 1.  My services are delivered when I want them.  
______ 2.  The care and support I get help me live my life the way I want.  
______ 3.  _______ staff (fill in program name or type of staff) act on my suggestions.  
______ 4.  I can get the health services I need.  
____ 5.  ____ staff (fill in program name/type of staff) talk to me about how to meet 
my needs. 
__ 6.  I consider a ___ staff (fill in program name/type of staff) member my friend.   
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H.  Activities and Community Integration  
Now, let’s look at how you feel about activities. 
 For each statement please answer with one of the following choices:  
 0) Never     1) Rarely       2) Sometimes      3) Most of the time      4) Always 
 
______ 1.  If I want, I can take part in activities in the community. 
______ 2.  I can do activities that are important to me. 
______ 3.  If I want, I can participate in religious activities that have meaning to me.  
______ 4.  I belong to a group that sees me as a valued member. 
______ 5.  People outside my home ask for my help or advice. 
 
I.  Personal Relationships  
Finally, we will talk about your relationships with others.  
For each statement please answer with one of the following choices:  
 0) Never     1) Rarely       2) Sometimes      3) Most of the time      4) Always 
 
______ 1.  I have people who want to do things together with me.  
______ 2.  I play an important role in people’s lives. 
______ 3.  I have opportunities for affection or romance.   
______ 4.  I have people I can count on. 
______ 5.  People know the story of my life.  
 
This ends the survey on your quality of life.  On behalf of interRAI, I thank you for 
your participation.   
 
For interRAI interviewer Notes: 
 
 
©interRAI 2008 [2008, 2009]                                                                       
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